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Therapeutics with Ovarian Hormones 
BY 
Dr. C. KAUFMANN. 


From the University Gynaecological Clinic of the Charité-Berlin. 
(Director, Prof. G. A. Wagner). 


IT may well be assumed that the brilliant results in the province 
of hormone-research obtained in animal experiments are by now 
well known. We owe the foundation of this work to American 
research workers, and their countrymen have also played an 
important part in the further development of the subject. I will 
only refer here to the test-method for the follicular hormone based 
upon the work of Stockard and Papanicolaou, Long and Evans, 


Allen and Doisy, and to the demonstration of the existence of a 
second hormone of the germinal gland, which acts upon the 
genital tract, by Corner, W. Allen and Hisaw. The final result 
of these animal experiments is incorporated in the fact that by 
the administration of the two hormones it is now possible to 
imitate exactly the normal sexual cycle in castrated animals of 
the most varied species. : 

Particularly worthy of notice are the experiments on normal 
and castrated monkeys, also carried out in America. This is the 
only species of animals sufficiently similar to human beings to 
enable one to draw conclusions relative to the latter from the 
consideration of the results of producing artificial cyclical changes 
in the former. Hisaw, Meyer and Fevold produced a pregravid 
uterine mucous membrane in a castrated female monkey by the 
administration of both ovarian hormones; and Smith and Engle, 
carrying this work a step further, were the first to describe the 
production of true menstrual bleeding in a castrated female 
monkey. 

It fell to my lot to apply the results of these animal experi- 
ments to the treatment of the human female. Two years ago I 


A 409 


3 

= 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


was able to describe the transformation of the atrophic endo- 
metrium of a castrated woman into the functionally active 
secretory or premenstrual state. Shortly afterwards I was 
able to show that this premenstrual mucosa, obtained by the 
administration of both ovarian hormones, was subsequently 
discarded accompanied by true menstrual bleeding; that is to 
say, that the whole menstrual cycle can also be experimentally 
imitated in a castrated woman. 


Sunday Monday | Tuesday | Wednesday | Thursday Friday Saturday 


9 10 13 


17 9 | 20 


24 [27] 


Menstruation Menstruation | Menstruation 


| Luteohormon & 7 Rabbit Units 7 Menstruation. 


Fic. 2. 


In order to produce the pregravid changes in the endometrium 
of a castrated woman it is necessary to administer both the 
ovarian hormones, i.e. first the follicular hormone, which brings 
about the proliferative phase of the uterine mucous membrane 
(corresponding to the effect of the Graafian follicle of the ovary 
which predominates in the first ten days of the normal cycle), 
and then the corpus luteum hormone, which converts the pro- 
liferated endometrium into the secretory phase (corresponding to 
the action of the corpus luteum from about the tenth day of the 
normal cycle onwards). I should like to explain my findings 
still further by the following illustrations. 

Fig. 1 shows the low, completely quiescent mucosa of a young woman 
who had been castrated five years previously, on account of bilateral dermoid 
cysts. Through the administration of 1,250,000 international units of fol- 
licular hormone, the atrophic endometrium was brought to the proliferative 
phase, and the subsequent injection of 35 rabbit units of corpus luteum 
hormone converted it into the secretory or premenstrual phase. 

The order in which the hormones are administered is shown in the 
scheme described in Fig. 2. 
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Fig. 3 shows the effect of this treatment on the endometrium. We see 
the artificially developed mucous membrane of a castrated woman in the 
premenstrual phase, exactly corresponding to the condition found in a 
healthy woman on the last day or so before the monthly haemorrhage. 

In a subsequent experiment it was shown that when treatment is 
suspended this artificially produced pregravid endometrium is thrown off 
accompanied by haemorrhage, i.e. true menstrual bleeding takes place. 

Fig. 4 shows portions of the rejected mucosa. The glands are convoluted 
and in a condition of high functional activity, a fact which is further 
demonstrated by the positive glycogen staining reaction obtained. 


In my opinion the most important principle deducible from 
these experiments was the fact that the doses I had found 
absolutely necessary for the full development of the endometrium 
in a castrated woman, were far higher than any which had then 
been used for therapeutic purposes. At that time the usual 
therapeutic doses ranged from a few hundred to a few thousand 
units daily, whereas I showed that for the development of the 
endometrium on one occasion, i.e. for the reproduction of a 
single menstrual cycle, not less than 1,000,000 international units 
of follicular hormone are necessary in a castrated woman, This 
fact seemed all the more important since up to that time, as the 
result of the complete lack of any precise information, the dosage 
of follicular hormone had been determined purely upon the 
suppositions and impressions of the individual physician. To 
this circumstance we may safely attribute many of the failures 
then observed with ovarian hormone therapy. It is now certain 
that the dosage of follicular hormone necessary for adequate 
proliferation of the endometrium in a castrated woman is not less 
than 1,000,000 international units. 

This figure refers to hormone administered by injection only. 
It is well known that if crystalline follicular hormone is given by 
mouth, only about one-thirtieth of the dose administered becomes 
effective. If we also recollect that at least 1,000,000 units given 
by injection are necessary for the proper development of the 
uterine mucosa, it seems quite incomprehensible that the doses 
previously administered per os could have any effect on 
deficient development of the endometrium. 

From my experiments I have come to the conclusion that in 
severe endocrine disturbances of the ovaries the doses of follicular 
hormone previously employed are wholly inadequate and there- 
fore useless. In addition, however, to formulating this negative 
principle I was able, from experience, conscientiously to recom- 
mend the therapeutic employment of higher doses of follicular 
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hormone. I admit that it is somewhat confusing suddenly to 
recommend the use of hundreds of thousands or even millions of 
units of follicular hormone for therapeutic purposes. If we 
recollect, however, that the 50,000 international units, which I 
administered daily, in order to develop properly the endometrium 
of a castrated woman, correspond to only one milligram of 
dihydrofollicular hormone, it will be seen that only 20 milligrams 
of the hormone are required to produce the complete proliferative 
phase, a figure which lies well within the margins of activity of 
other hormones. 

If we take the amount of hormone necessary for the produc- 
tion of the proliferative phase in a castrated woman as the 
physiological dose, and if, starting from this point, we attempt 
to adapt these doses to practical therapeutics, we must first 
review the demonstrable effect of the genital hormone in the 
healthy female from childhood to the climacterium. The growth 
of the uterus during childhood and also the maintenance of the 
normal turgor of the entire genitalia of the sexually mature 
woman are the result of constant production of the follicular 
hormone (the so-called vegetative function of the ovary of 
R. Schréder). On the other hand the proliferation of the endo- 
metrium which occurs in the first half of each menstrual cycle is 


due to the follicular hormone secreted by the ripening Graafian 
follicle. 

The following two illustrations (Figs. 5 and 6) will serve to 
show this effect on the endometrium. 


Fig. 5 shows the low basal layer of mucous membrane which remains 
after menstrual haemorrhage, while 


Fig. 6 shows the endometrium in the proliferative phase, with its long 
glands, which is developed from the condition shown in Fig. 5, as a result 


of the action of the follicular hormone during the first ten days of the next 
intermenstrual period. 


Thus in the non-pregnant woman the most important function 
of the follicular hormone is to promote growth of the uterus, to 
maintain normal turgor of the genitalia, and to produce adequate 
proliferation of the endometrium. 

The most important function of the second hormone of the 
ovary, the corpus luteum hormone, is to‘ complete the work of 
the follicular hormone in that it converts the ‘‘proliferation’’ 
phase produced by the latter into the ‘‘secretory’’ phase shown 
in Fig. 7. The purpose of this change is to render the endo- 
metrium a perfect medium for the nidation of the fertilized ovum, 
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Thus the corpus luteum hormone is the hormone which prepares 
the uterus for pregnancy. 

Derangements of the normal secretion of the ovaries manifest 
themselves in the genital tract in two chief forms, amenorrhoea 
or uterine haemorrhage.) We will first deal with cases in which 
the clinical picture is one of prolonged amenorrhoea, i.e. cases of 
the most severe degree of genital insufficiency (R. Schréder). 

_ In amenorrhoea of endocrine origin our primary task is to 
restore menstrual haemorrhage, and here a very important 
theoretical reservation must be made. Not every haemorrhage 
following upon hormone therapy is true menstruation. We must 
only consider such haemorrhages as genuine menstruation when 
it is preceded by the development of a pregravid endo- 
metrium., In order to make this point clear to those other than 
gynaecologists, who are not so familiar with the subject, the 


-important work recently done on monkeys may be described 


briefly here. We are particularly indebted to the experi- 
ments of C. Hartmann and Corner in clearing up this 
question. In the female monkey, at the time of ovulation, a 
slight haemorrhage is observed, which can be shown histologic- 
ally to be intermenstrual in character. This intermenstrual 
bleeding is due to diapedesis from an interval mucosa with 
relatively slightly developed glands (Smith and Engle). In 
contradistinction to this type of haemorrhage is the true men- 
strual bleeding which takes place in the female monkey (Macacus 
rhesus) at intervals of about thirty days, and which accom- 
panies the breakdown of a pregravid endometrium due to the 
degeneration of the corpus luteum. Both these types of haemor- 
rhage can be experimentally imitated in castrated monkeys by 
the administration of hormones. Bleeding from an interval 
type of endometrium is produced by the administration of 


-follicular hormone only, and begins about six days after 


its administration has been discontinued. (Allen, Maddux). 
On the other hand, true menstrual bleeding can only be 
produced by administering both the follicular hormone and 
the corpus luteum hormone in a definite dosage and a definite 
sequence (Smith and Engle). 

For the sake of completeness a third form of bleeding found 
in monkeys may be mentioned here, the so-called ‘‘non- 
ovulating’’ bleeding. This, too, is cyclical in nature, and 
according to the observations of C. Hartmann, it occurs at 
intervals of twenty-eight to thirty days from April to August. 
The anatomical basis of this type of haemorrhage is bleeding 
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from a proliferated endometrium which has not, however, under- 
gone conversion into the secretory phase. An atrophying follicle 
is found in the ovary.) 

I have cited these findings in order to show how careful one 
must be in scientifically assessing the significance of haemorrhage. 
The term ‘‘menstrual bleeding’’ should be reserved, as Robert 
Meyer has continually emphasized, for post-functional bleed- 
ing, that is, for haemorrhage accompanying the breakdown of 
‘an endometrium which, subsequent to proliferation, has become 
converted into the secretory or pregravid phase. } 

_ With these preliminary considerations in mind, we may now 

proceed to discuss the therapeutic investigations which I have 

made up to the present time. At the commencement of my 

researches my practice was to inject 50,000 international units 

of progynon oleosum daily for twenty days, in order to 
produce the complete proliferative phase, that is, an average- 
total dose of 1,000,000 international units. The practical diffi- 

culty of giving daily injections was removed by the important 

discovery of Schwenk and Hildebrand, who prepared, by means 

of hydrogenization, a dihydrofollicular hormone with the formula 

C,sH.,0.. The discovery of this oestrogenic substance with a 

potency of 50,000,000 international units per gram, made it 

possible to obtain preparations of dihydrofollicular hormone 

benzoate dissolved in oil with an activity of 250,000 to 500,000 

international units per cubic centimetre. Since this discovery 
I have preferably employed twice weekly injections of 250,000 

progynon B oleosum each, and in isolated cases two weekly 

injections of 500,000 units each. 

With regard to the dosage of the corpus luteum hormone the 
following points must be mentioned. If treatment with corpus 
luteum hormone followed follicular hormone therapy in cases of 
amenorrhoea, five injections each of seven rabbit units of corpus 
luteum hormone were given. The rabbit unit employed was 
estimated on the uterus of the infantile rabbit after the method of 
Clauberg. The dosage of corpus luteum hormone employed in 
endocrine haemorrhage will be discussed in a later section of 
this paper. 

The patients I treated may be classified under the following 
headings : 


(x) Primary amenorrhoea. 
__ (2) Secondary amenorrhoea. 
(3) Oligomenorrhoea. 
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_- (4) Climacteric. disturbances. 
(5) Uterine haemorrhage of endocrine origin. 


(x) Primary amenorrhoea. (a) With hypoplastic genitalia. 
Several cases have already been reported (Loeser, Clauberg) in 
which it was possible to produce growth of the uterus and true 
menstrual bleeding in women with primary amenorrhoea and 
hypopalstic genitalia, by means of the administration of adequate 
doses of both ovarian hormones. The majority of my patients 
with primary amenorrhoea showed a high degree of genital 
infantilism. With such cases it may well be objected that the 
clinical picture is that of a pluriglandular defect, and that on this 
account ovarian hormone therapy alone is useless. It seems to 
me, however, imperative to treat such women for a prolonged 
period with adequate doses of hormone, and only to form a final 
opinion when the results of the treatment are known. Our first 
task in such cases is to counteract the high degree of uterine 
hypoplasia which is so frequently found in conjunction with 
primary amenorrhoea, that is to imitate the vegetative function 
of the ovaries and thus produce growth of the uterus. We may 
then expect, as R. Schréder has said, that after sufficient vegeta- 
tive stimulation of the ovaries, an ovum may ripen and the 
generative function of the ovary may commence. Of the two 
ovarian hormones which act on the genitalia, it is the follicular 
hormone which is responsible for growth of the uterus. For this 
reason I treated such cases with follicular hormone only at first. 

CasE 1 (No. 6), aged 19 years. Uterus the size of the finger tip. In 
the first two months 1,900,000 international units of progynon oleosum were 
given, and in the next four months 5,000,000 units (total 6,900,000 inter- 
national units). In the last week of treatment, three days after an injec-. 
tion, follicular hormone bleeding occurred. The uterus was softer but not 
larger. On account of external circumstances, treatment could not be 
continued. 

CasE 2 (No. 20), aged 18 years. Uterus the size of the finger tip. In 
the first three and a half months of treatment 5,750,000 international units 
of progynon oleosum were given without any palpable increase in the size 
of the uterus being observed. For this reason the weekly dose of follicular 
hormone was doubled, and in the next three and a half months 8,500,000 
international units were injected. The uterus had now definitely enlarged 
up to the normal size after a total dosage of 14,250,000 international units 
administered over a period of seven months. During this time no bleeding 
was observed. In the next three months a further 8,000,000 international 
units were given, and during this period two haemorrhages, each lasting five 
days, were observed. It is not possible to report upon the permanency or 
otherwise of the result at present. 
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Case 3 (No. 21), aged 17 years. Uterus the size of a hazel nut. In the 
first three weeks 1,500,000 international units of progynon B were given. In 
the third week a follicular hormone bleeding occurred lasting two days. 
After the administration of a further 3,000,000 units the uterus was twice its 
previous size. During the next three months the patient was treated accord- 
ing to the ‘‘menstrual’’ scheme mentioned above, thus each month she 
received 1,250,000 international units of follicular hormone and 35 rabbit 
‘units of corpus luteum hormone. Bleeding occurred regularly at the end of 
each month’s treatment. Five weeks’ pause was then made, but no bleeding 
occurred, although the uterus remained fully developed and normally 
turgescent. Following the administration of 1,750,000 international units 
of follicular hormone, a haemorrhage of five days’ duration took place, and 
three weeks later, after a further 750,000 international units, another five 
days’ haemorrhage was observed. Treatment was again suspended, and at 
the end of a month bleeding lasting five days occurred again. 


CasE 4 (No. 13), aged 20 years. Generalized infantilism. Uterus the 
size of the finger tip. In the first two and a half months of treatment 
4,250,000 international units of progynon were given. For private reasons 
the patient was then obliged to interrupt the course of treatment for three 
weeks. During this pause, nine days after the last progynon injection, 
bleeding occurred lasting three days. No enlargement of the uterus was 
demonstrable. In the next month treatment according to the ‘‘menstrual’’ 
scheme was given in the form of 1,850,000 international units of progynon 
and 35 rabbit units of corpus luteum hormone; following this another three 
days’ haemorrhage occurred. In the next seven months only follicular 
hormone was given, i.e. a total of 18,500,000 international units. This 
treatment, however, failed to produce any enlargement of the uterus. 


CasE 5, aged 18 years. Uterus the size of a hazel nut. In the first six 
weeks 3,000,000 international units of progynon B were given. During this 
treatment haemorrhage lasting three days occurred which ceased after a 
short pause in the treatment. A further 1,000,000 units were given, making 
a total of 4,000,000 international units in nine weeks. The uterus was then 
definitely twice its original size. After the administration of another 
1,500,000 units, a marked uterine haemorrhage occurred. Microscopical 
investigation of curetted fragments of endometrium showed a condition of 
cystic hyperplasia. The haemorrhage persisted for eight days. Treatment 
with follicular hormone was suspended for fourteen days, after which, in 
the following month, treatment was given in accordance with the 
menstrual scheme. A haemorrhage lasting four days was the result. 
The following month the menstrual scheme of treatment was repeated, 
and after the cessation of corpus luteum hormone administration, bleeding 
occurred, which lasted six days. Treatment has now been suspended for 
the last three months, during which time, seven weeks after the end of 
treatment, a short period of bleeding was observed. 

Case 6 (No. 22) aged 21 years. The body of the uterus was the size of 
a pea. Eighteen million five hundred thousand international units of 
progynon were given over a period of five months without the uterus showing 
the slightest signs of enlargement. No bleeding was observed during treat- 
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ment. Curettage carried out at the end of treatment demonstrated the 
complete absence of an endometrium. 

Case 7 (No. 23), aged 21 years. Well-developed woman. The body of 
the uterus was the size of the tip of the little finger. In five months 
15,000,000 international units of progynon were given without any effect 
whatever on the uterus. There was no bleeding during the treatment. 

Case 8 (No. 24), aged 24 years. Uterus the size of the tip of the little 


finger. Asthenic type with underdeveloped breasts. Fifteen million inter-- 


national units of progynon were given in four months. During this period 
bleeding occurred which lasted fourteen days. The considerable enlarge- 
ment of the uterus was in this case recorded Roentgenologically according to 
the suggestion of Clauberg. Fig. 8a shows the high degree of underdevelop- 
ment of the uterus present before treatment, while Fig 8b shows the 
enlargement achieved by the administration of 15,000,000 international units 
of progynon. It is worthy of note that this patient experienced an enormous 
increase in appetite during treatment which led to a definite rise in weight. 
As the patient is still under treatment, nothing can be said at present as to 
the permanency ot the results. 

CasE g (No. 25), aged 27 years. Well developed. Uterus the size of the 
tip of the little finger. In two months 9,000,000 international units of 
progynon were given. Here, too, the remarkable enlargement of the uterus 
was recorded graphically (Fig. 9). After two months’ treatment, bleeding 
occurred lasting four days. This patient is still under treatment. 

CasE 10 (No. 26), aged 25 years. Unusually small uterus. The adminis- 
tration of 3,750,000 international units of progynon produced a considerable 
enlargement of the uterus (see Fig. 10). Treatment is still being given. 


‘Results. Ten women with a high degree of under-develop- 
_ ment of the uterus, accompanied by primary amenorrhoea, were 

treated. In six of them prolonged administration of adequate 
doses of follicular hormone produced considerable enlargement 
of the uterus up to the normal size. In four women no develop- 
ment was achieved.' We must assume that in these cases the 
maldevelopment of the uterus is of such a nature as to render it 
incapable of reacting to the follicular hormone. Unfortunately, 
it is not as yet possible to exclude these cases beforehand. 

‘The possibility of producing growth of the uterus in a 
considerable number of women with a high degree of uterine 
hypoplasia and primary amenorrhoea, is certainly a notable 
therapeutic advance. It would only be justifiable, however, to 
recommend this line of treatment if we had any reason to expect 
that, after the cessation of treatment, the normal cyclical function 
of the genitals would occur spontaneously. Up to the present 
I have only seen a single adequate spontaneous haemorrhage in 
one case after the cessation of treatment. The time during which 
my cases have been under observation is, however, too short to 
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permit of a final verdict. For this reason I recommend consider- 
able restraint in applying hormone therapy to the treatment of 
primary amenorrhoea. 

(b) Primary amenorrhoea with well-developed genitaha. 1 
have treated two patients of this type. In these cases my, task 
was not to promote uterine growth but rather to stimulate the 
totally quiescent endometrium to undergo cyclical changes. For 
this reason these women were treated in the same manner as I 
had employed in order to produce true menstrual bleeding in 
castrated women, that is, I employed both the follicular hormone 
and the corpus luteum hormone. 


Case 1 (No. 5), aged 18 years. The length of the uterus as measured 
with a sound was six centimetres. One million international units of 
progynon were first given over a period of twenty days and in the five. fol- 
lowing days 50 rabbit units of corpus luteum hormone. Two days after the 
last injection of corpus luteum hormone a haemorrhage commenced. ‘Exam- 
ination of the endometrium showed that it. was definitely in the proliferative 
phase, but had not been converted into the secretory phase. The bleeding 
ceased after four days, and the same treatment was again given. As before, 
bleeding commenced two days after the last injection. Investigation of the 
mucous membrane of the uterus showed that on this occasion there had been a 
true menstrual haemorrhage accompanying the rejection of a fully functioning 
endometrium in the secretory phase. The endometrium was, however, not 
so well developed, nor was its conversion into the secretory phase so well 
marked, and in both these respects its resemblance to the normal condition 
was not so close as was that of the experimentally developed endometrium 
of castrated women. There was, however, a notable advance over the stage 
of development found after the first month’s treatment. We thus see that 
the uterus must gradually become accustomed to the proper development of 
the endometrium. After the second bleeding a pause of seven weeks was 
made in the treatment, during which no spontaneous haemorrhage occurred. 
Following this 1,000,000 international units of progynon were given over a 
period of fourteen days, when a pause of three weeks had to be made. 
Here, again, no spontaneous haemorrhage took place. One month ago, 
after three months of amenorrhoea, a haemorrhage was again produced by 
the injection of 1,000,000 international units of progynon B followed on. this 
occasion by 35 rabbit units of corpus luteum hormone. After the cessation 
of treatment amenorrhoea reappeared. 


In this case, therefore, the administration of adequate doses 
of both ovarian hormones invariably led to a haemorrhage, but 
three courses of treatment were not sufficient to produce a 
spontaneous cycle. 


Case 2 (No. 3), aged 17 years). Length of the uterus as measured with 
a sound was five centimetres. At first 1,500,000 international units of 
progynon B were given in four weeks, and this was followed by the adminis- 
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tration of 50 rabbit units of corpus luteum hormone in five days. Three 
days later haemorrhage commenced and lasted five days. Treatment was 
repeated with 750,000 international units of progynon B and 50 rabbit units 
of corpus luteum hormone. This was followed in two days by a haemor- 
thage. Microscopic examination of the uterine mucous membrane showed 
an endometrium in the full secretory phase with a positive glycogen reaction 
about to undergo rejection. A third course of treatment, this time with 
1,250,000 international units of progynon B and 50 rabbit units of corpus 
luetum hormone was given, and three days later bleeding commenced which ~ 
persisted for three days. Five weeks ‘later a three-days’ haemorrhage 
occurred without any further treatment. In the next six weeks, however, 
no bleeding occurred, and treatment was again commenced. Six hours after 
the third progynon injection, i.e. after 750,000 international units, a haemor- 
rhage occurred. Examination of the endometrium showed a mucosa oi the 
interval type. Thus, in this case, we have a complete parallel to the 
follicular hormone bleeding found in female monkeys. Treatment was con- 
tinued, and after the administration of a further 1,250,000 international units 
of progynon B and 35 rabbit units of corpus luteum hormone, a haemorrhage 
lasting four days was produced. With the cessation of treatment, however, 
amenorrhoea returned. 


‘In this case also, therefore, adequate doses of both ovarian 
hormones invariably produced true menstrual haemorrhage, but 
four courses of treatment did not suffice to establish spontaneous 
regulation of the cycle. : 

(c) Secondary amenorrhoea. Under this heading I will report 
upon 16 women who were treated in various ways. In the 
majority of these patients the menstrual cycle had been com- 
pletely irregular from the time of its onset, and after a prolonged 
period of irregular menstruation, amenorrhoea had finally become 
established. By means of a most rigorous general investigation 
of these women, the presence of any general disease capable of 
causing a secondary ovarian insufficiency was definitely excluded. 
In all my cases the amenorrhoea was of long duration, and the 
patients had been treated without success with the most varied 
remedies, including the type of hormone therapy then current. 

Case 1 (No. 19), aged 22 years.’ Menses began at 15 years of age, and 
were always irregular. Amenorrhoea for the last two years. Typical 
infantilism of the genitalia. The uterus was the size of a hazel nut. Here 
the production of uterine growth came to the fore, and for this reason 
progynon alone was given. After the administration of 450,000 international 
units of progynon B, in eight weeks a definite enlargement of the uterus to 
double its former size was demonstrated. In the last week of treatment, six 
hours after the progynon injection, a haemorrhage occurred. Investigation 
of the endometrium showed it to be of the interval type with a few dilated 
cystic: glands. In the next four months the patient was treated four times 
according to the menstrual scheme, mentioned above. On éach occasion 
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the cessation of corpus luteum hormone administration was followed by a 
haemorrhage of several days’ duration. When treatment was «suspended 
spontaneous haemorrhage did not occur. 


Combined Treatment with both Ovanan Hormones. 


The next three cases are characterized by the fact that com- 
bined administration of both ovarian hormones produced a 
complete substitution effect, but in spite of several courses of 
such substitution therapy the spontaneous cyclical function was 
not restored. 


CasE 1 (No. 9), aged 31 years. Menses began at 16 and were regular 
until her 22nd year, after which menstruation became very infrequent. For 
the last year the patient had had complete amenorrhoea with very marked 
general symptoms of ovarian deficiency. Well-developed genitalia; 1,100,000 
international units of progynon and 50 rabbit units of corpus luteum hormone 
produced true menstrual bleeding, confirmed by microscopic examination. 
Treatment was continued, but was again unavoidably interrupted after the 
administration of 1,000,000 international units of progynon. Four days after 
the last injection a haemorrhage commenced which, however, on investigation 
of the endometrium, proved to be of the interval type. The further 
administration of 1,000,000 units of progynon and 50 rabbit units of corpus 
luteum hormone once again produced a haemorrhage. Treatment has now 
been suspended for eight months, and during all this period amenorrhoea has 
persisted. 


CasE 2 (No. 4), aged 24 years. Menses commenced at 17 years of age, 
always irregular. The uterus was curetted five months ago on account of 
several months’ amenorrhoea; since this time absolute amenorrhoea has per- 
sisted. Normally developed genitalia. Treatment with 1,000,000 inter- 
national units of progynon B and 50 rabbit units of corpus luteum hormone 
regularly produced bleeding on three occasions; on one of which the haemor- 
rhage was shown to be a true menstruation by means of miscroscopical 
examination. Spontaneous regulation of the cycle has not been produced, 
however. 


Case 3 (No. 7), aged 25 years. Menses commenced at 16 years of age. 
She never menstruated regularly, usually only three times a year. For the 
last year there has been complete amenorrhoea. Well developed genitalia. 
Two courses of treatment with both hormones according to the standard 
menstrual scheme were given. Each treatment was followed by haemor- 
rhage lasting five days. In the next four months three spontaneous haemor- 
rhages occurred without treatment, after which amenorrhoea returned and 
has persisted for the last seven months. 


In contrast to the above, several courses of combined treat- 
ment with both hormones in the next four cases led to the 
occurrence of a spontaneous regulation of the cycle which has 
persisted up to the present time (i.e. for several months). 
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Case 4 (No. 1), aged 28 years. A very obese woman. Menses com- 
menced at 15 years of age; the intervals were always irregular. Complete 
amenorrhoea for eight years; curetted several times. Transplantation of 
ovaries and hormone therapy had been carried out without success. 
Normally developed genitalia. A four-days’ haemorrhage followed upon 
treatment with 1,100,000 international units of follicular hormone. Another 
1,000,000 international units of progynon B and 50 rabbit units of corpus 
luteum hormone produced another haemorrhage, which microscopical inves- 
tigation showed to be true menstruation. Treatment was repeated, and a 
five-days’ haemorrhage resulted. In the next four months regular periods 
lasting five days occurred without further treatment. Amenorrhoea then 
returned, but two injections of 250,000 international units of progynon B 
sufficed to produce a three-days’ haemorrhage, which was followed by spon- 
taneous bleedings in the next three months. 

Case 5 (No. 10), aged 20 years. Menses commenced at 14 years of age. 
Cycle was regular for the first two years, but in the following years there was 
very infrequent menstruation. For the last two years complete amenor- 
rhoea. Genitalia well developed; length of the uterus as measured by a 
sound six centimetres. Treatment with 1,050,000 international units of 
- progynon and 50 rabbit units of corpus luteum hormone produced true 
menstruation confirmed by histological examination. The menstrual 
scheme of treatment was repeated and was followed by haemorrhage lasting 
four days. After the cessation of the treatment amenorrhoea returned for 
three months, but was followed by spontaneous regulation of the cycle 
without further treatment. 

Case 6 (No. 29), aged 20 years. Menses commenced at 17 years of age, 
and were regular for the first year, after which complete amenorrhoea set in 
which at the commencement of treatment, had persisted for two years. In 
two consecutive months the menstrual scheme of treatment was employed. 
In the first month 750,000 international units of progynon and 35 rabbit 
units of corpus luteum hormone were injected; in the second 1,500,000 units 
of progynon and 35 of corpus luteum hormone. On both occasions there 
were haemorrhages lasting several days. After the cessation of treatment 
two spontaneous haemorrhages occurred. 

CasE 7 (No. 2), aged 29 years. Very obese woman. Height, 1% metres; 
weight, 175 pounds. For seven years irregular menstruation with prolonged 
intervals. Complete amenorrhoea for the last year. For the first two 
months the menstrual scheme of treatment was used, 1,250,000 inter- 
national units of progynon and 35 rabbit units of corpus luteum hormone 
being given each month. On both occasions haemorrhage lasted several 
days. On the cessation of treatment there was again a two months’ period 
of amenorrhoea. Treatment was resumed with the administration of 
1,500,000 international units of progynon in three weeks. Nine days after 
the last injection a five-days’ haemorrhage occurred. In the next two 
months spontaneous haemorrhages occurred, but were again followed by 
amenorrhoea in the subsequent two months. Renewed treatment with 
150,000 international units of progynon and 35 rabbit units of corpus luteum 
hormone led to a haemorrhage. Spontaneous bleeding has now occurred 
monthly for the last five months without any further treatment. 
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Treatment with Follicular Hormone Only. 


In the next eight women with secondary amenorrhoea an 
attempt was se at treatment with follicular hormone only 
without the subsequent administration of corpus luteum hormone. 
In this series I would draw particular attention to the micro- 
scopical findings in the endometrium since they offer many points 
of interest. 


CasE 1 (No. 8), aged 30 years. Has always menstruated irregularly with 
intervals lasting up to eight months. The last menstruation was seven 
months ago. Well-developed genitalia. After the administration of 680,000 
international units of progynon a haemorrhage occurred on the day of the 
last injection. Microscopical investigation of the mucous membrane showed 
the process of destruction of an endometrium in the fully-active secretory 
phase with a strongly positive glycogen reaction. After this single treat- 
ment haemorrhage occurred regularly for the next three months, when 
amenorrhoea again set in. 

CasE 2 (No. 18), aged 23 years. Menses commenced at 16 years of age 
and were regular for five years. For the last two years amenorrhoea. . 
Normally-developed genitalia. In two weeks 1,000,000 international units of 
progynon were given; seven days later bleeding occurred. Investigation of 
the mucosa (Fig. 11) showed the typical interval stage, diffuse haemorrhages 
scattered about in the stroma and no appreciable development of capillaries 
or capillary dilatation. It is worthy of note that a condition of acne rosacea 
which had been present since the onset of amenorrhoea disappeared quite 
suddenly after the progynon treatment. In the next six months there were 
regular haemorrhages without further treatment. 

CasE 3 (No. 16), aged 29 years. Menses at 13 years of age. Formerly 
regular. Complete amenorrhoea for last two years. Length of uterus as 
measured bya sound five centimetres. Very marked symptoms of 
ovarian deficiency, especially severe flushings. In four weeks 2,250,000 
international units of progynon were given, and the symptoms of deficiency 
completely disappeared. Two days after the last injection haemorrhage 
commenced. Investigation of the endometrium showed the destruction of a 
pregravid mucosa. The administration of a further 1,250,000 international 
units of progynon produced a further haemorrhage, four weeks after the 
previous one, which lasted four days. After these two treatments the length 
of the uterus measured by a sound had increased to seven centimetres. 
In the next four weeks treatment was given according to the menstrual 
scheme with 1,500,000 international units of progynon and 35 rabbit units 
of corpus luteum hormone. This was followed by a three-days’ haemorrhage. 
In the next months there was a four-days’ spontaneous haemorrhage without 
further treatment. This was followed, however, by the reappearance of 
amenorrhoea and of the general symptoms of ovarian tiie Both 
conditions were removed by further treatment. 

Case 4 (No. 11), aged 21 years. Menses commenced at 15 years of age. 
Menstruation was totally irregular at first and then became regular for four 
years. Amenorrhoea for last year, and since this began there has been 
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marked disturbance of the capillary circulation in the extremities, the hands 
and feet being always cold. Normally-developed genitalia. Length of the 
uterus as measured with a sound, seven centimetres. Two courses of 
1,000,000 units of progynon B led on each occasion to haemorrhage begin- 
ning eight days after the last injection. For the last fourteen months 
menstruation has been entirely regular without further treatment, and the 
circulatory disturbance in the extremities is much better, although it has 
not entirely disappeared. 


CasE 5 (No. 14), aged 26 years. Menses commenced at 14 years and 
were never regular. Intervals between menstruation were as long as three 
months, and for the last five months there had been amenorrhoea. Norm- 
ally-developed genitalia. Seven days after a course of treatment with 
1,000,000 international units of progynon a haemorrhage occurred lasting 
two days. Three days after a second similar course, haemorrhage of three 
days’ duration was observed. Twenty-eight days later there was a spon- 
taneous haemorrhage without further treatment, which, however, was 
followed by a further period of amenorrhoea lasting two months. Renewed 
treatment with 3,250,000 international units of progynon over a period ot 
three months. During this time two haemorrhages, each of four days’ 
duration were observed. Treatment was then suspended and regular haemor- 
rhages occurred for two months spontaneously, after which amenorrhoea 
reappeared. 


Case 6 (No. 27), aged 31 years. Menses at 12 years of age. Has had 
two children. Menstruation was regular up till the second pregnancy six 
years ago, when it became completely irregular. For the last twenty months 
there has been amenorrhoea. One million five hundred thousand inter- 
national units of progynon were given in three weeks; six days after the last 
injection haemorrhage lasting four days followed by amenorrhoea again. 
Investigation after two months showed a definite intra-uterine pregnancy. 


Case 7 (No. 28), aged 24 years. Menses at 11 years of age. The intervals 
were always irregular, sometimes amounting to a whole year. Complete 
amenorrhoea for last two years. Underdeveloped uterus. The administra- 
tion of 750,000 international units of progynon produced haemorrhage lasting - 
five days, commencing four days after the last injection. The injection of a 
further 500,000 units led to marked bleeding for five days, and a third course 
of 500,000 units caused a seven days’ haemorrhage, beginning three days . 
after the last injection. A month later spontaneous haemorrhage occurred 
without-further treatment, but was not so marked. Renewed treatment 
with 500,000 international units of progynon produced an adequate haemor- 
rhage lasting five days, which began nine days after the last injection. Since 
then there has been regular spontaneous haemorrhage. 


Case 8 (No. 30), aged 30 years. Obese. Height, 1.48 metres; weight, 
145 pounds. Menses at 12 years of age, which were regular up to the 16th 
year, when the intermenstrual intervals became prolonged. Amenorrhoea 
for last two years. Treatment with 1,500,000 international units of progynon 
produced haemorrhage lasting five days, and this was followed by spon- 
taneous bleeding in the next three months. After two months’ amenorrhoea 
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there was again marked spontaneous bleeding followed by another period of 
amenorrhoea. Two injections of 250,000 international units of progynon 
produced a meagre haemorrhage. 


Results. Eight women with secondary amenorrhoea of long 
standing were treated with follicular hormone alone. In all 
cases bleeding occurred after treatment. One woman, whose 
amenorrhoea had been present for two years, became pregnant. 
In these women the amenorrhoea had been present from one to 
two years. In four women spontaneous haemorrhage occurred 
for two to three months, but was followed by further amenor- 
rhoea. 


Oligomenorrhoea. 


Eight patients were treated in whom haemorrhage was regular 
but was much below the normal in amount.’ From the following 
details of these cases it will be seen that the patients were carefully 
selected. In all the cases haemorrhage lasted not more than one 
day, and in the majority one could scarcely speak of a haemor- 
rhage at all, but rather of the escape of a few drops of blood. 
Further, as the patients were young women, it should be noted 
that in addition to a high degree of amenorrhoea they also com- 
plained of various general symptoms of a climacteric type. They 
had wandered from one specialist to another before the primary 
lesion—i.e. the ovarian deficiency—was discovered, and the 
general symptoms relieved by the instigation of specific treatment. 

The first six patients were treated with follicular hormone only. 
Buschbeck has pointed out that follicular hormone therapy should 
be given in tthe first half of the intermenstruum in oligomenor- 
rhoeic women—i.e. during the proliferation phase. I agree with 
this suggestion,’ although I have found that upon occasion, in 
spite of this, one may produce a single disturbance in the cyclical 
rhythm of menstruation. As the subsequent periods invariably 
become regular again, I see no objection to the treatment. 


Case 1 (No. 31), aged 34 years. Menses at 13 years of age. The cycle 
was always regular. and at first bleeding !asted three to four days. For the 
last two years the haemorrhage has become more and more scanty, and 
now lasts only one day. Last period 12th October, 1933. On the 14th, 
16th, 19th and 23rd October injections of 250,000 units each were given 
(i.e. a total of 1,000,000 international units of progynon). On the 1st 
November, 1933, scanty haemorrhage occurred lasting one day. In the next 
intermenstruum 1,250,000 units were given, as a result of which bleeding 
commenced on the 29th November and lasted three days. The next month 
1,000,000 international units of progynon were again given, and on the 24th 
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December a scanty haemorrhage, lasting two days occurred. Treatment 
was then suspended and bleeding again became slight and lasted one day 
only. 

CasE 2 (No. 32), aged 25 years. Menses at 16 years of age. Cycle has 
always been regular, but bleeding has only been scanty and of one day’s 
duration. Last haemorrhage 17th October, 1933. On 23rd, 26th and 31st 
of October, and 3rd, 7th and 11th of November, 1933, injections of 250,000 
international units of progynon (a total of 1,500,000 units). The next period, 
on 17th November, 1933, lasted four days, during which there was moderate 
haemorrhage. In the following fourteen days, 300,000 and 250,000 units (a 
total of 750,000) of progynon were given. The next haemorrhage was very 
profuse and lasted three days. When it had ceased 2x 250,000 units 
were injected. For the last four months there have been regular and 
adequate haemorrhages, lasting three days, without further treatment. 

CasE 3 (No. 33), aged 35 years. Up to one year ago completely normal 
cycle with adequate haemorrhages. For the last year very scanty bleeding 
lasting one day, at the same time patient has gained a great deal of weight. 
Height, 1.53 metres; weight, 145 pounds. Three injections of 250,000 inter- 
national units of progynon each were given, and this was followed by a 
marked haemorrhage lasting two days. A further two injections of 250,000 
units produced a very marked haemorrhage of three days’ duration, which 
commenced seven days after the last injection. When this ceased another 
two injections of 250,000 units of progynon were made. In the next seven 
months absolutely regular and adequate haemorrhages of three days’ dura- 
tion occurred without further treatment. 


CasE 4 (No. 34), aged 21 years. Menses at 14 years of age. Regular 
haemorrhages of four days’ duration every twenty-eight days. Following 
upon an attack of influenza, one year ago, the periods became very scanty, 
a few drops of blood escaping for one day. Last bleeding on roth October, 
1933. In the next ten days four injections of 250,000 international units of 
progynon each were given. Three days later a haemorrhage lasting five 
days occurred. In the next five months regular periods of three days’ dura- 
tion occurred without further treatment, 


Case 5 (No. 35), aged 31 years. For the last nine months the periods ~ 


have lasted only twelve hours. The administration of two injections of 
250,000 international units of progynon produced a marked haemorrhage of 
two days’ duration. Following this, however, in spite of further treatment 
with increasing doses, there were only very slight haemorrhages in the next 
four months. The last of these was on the 19th March, 1934. On the 2oth, 
21st, 23rd and 25th of March injections of 500,000 international units of 
progynon were given (a total of 2,000,000 units). On March 28th particles 
of endometrium were removed for histological examination, and showed a 
fully-developed proliferation phase. Thus, in spite of normal development 
of the mucosa there was no increase in haemorrhage. Four weeks later a 
marked haemorrhage lasting three days occurred without further treatment. 

CasE 6 (No. 36), aged 32 years. Menses at 14 years of age. Since an 
abortion, five years ago, there has been severe oligomenorrhoea. Every 
twenty-five days a few drops of blood escape. The last haemorrhage was on 
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the 4th October, 1933. On the 5th, 9th, 12th and 16th October, 1933, an 
injection of 250,000 international units of progynon was given (a total of 
1,000,000 units). The period expected on the 30th October occurred punctu- 
ally, and lasted one day with very scanty loss of blood. In the following 
eight days three injections of 500,000 units of progynon were given (total 
1,500,000 units). The next period did not occur, and even after further 
injections (600,000 and 500,000 units) there was only a haemorrhage of one 
day’s duration. 


Results. In order to crystallize the results of our treatment 
we must answer the two following questions: (1) Is haemorrhage 
more pronounced during treatment? (2) Can we expect adequate 
haemorrhage after the suspension of treatment ? 

Curiously enough, according to my present experience, the 
answer to both questions is the same, i.e. if during treatment 
normally marked bleeding is produced, then, after an average 
of three courses of treatment we may expect bleeding to remain 
normal in extent after the cessation of treatment.) Of the six 
women with a high degree of oligomenorrhoea who were treated 
with follicular hormone only, three showed a definite increase in 
the amount of loss which persisted after the cessation of 
treatment. In three women the degree of haemorrhage remained 
uninfluenced. 

That success may be obtained with a lower dosage is shown 
by the following case in which three injections of 50,000 units 
each sufficed to produce a definite increase in the haemorrhage. 


Case 7 (No. 33), aged 30 years. Menses at 14 years of age. The cycle 
was always regular, menstruation occurring at intervals of twenty-five days 
and lasting at first eight days. For the last two years oligomenorrhoea with 
scanty bleeding lasting one day. In the first fourteen days following the 
last haemorrhage three injections each of 50,000 international units of 
progynon were given. The next period lasted four days and haemorrhage 
was profuse. Treatment was again given, this time with 600,000 and 500,000 


units and again produced a marked haemorrhage of four days’ duration. 
Treatment is still in progress. 


In contrast to the cases of oligomenorrhoea described above, 
which were treated with follicular hormone only, the last patient, 
in whom a high degree of oligomenorrhoea had been present ever 
since the onset of menstruation, was treated with two courses of 
injections of both ovarian hormones, according to the menstrual 
scheme described earlier on. 


Case 8 (No. 37), aged 35 years. Menses at 14 years of age. Always 
regular, but very scanty bleeding. For two months five injections of 250,000 
units of progynon and five injections of to rabbit units each of corpus luteum 
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hormone. The haemorrhage following each treatment on each occasion lasted 
three days. Following the last haemorrhage further treatment with five 
injections each of 250,000 international units of progynon was given. For 
the last eight months after the suspension of treatment there has been a 
completely regular cycle with adequate haemorrhage lasting four days. 


In view of the observations described above the treatment of 
oligomenorrhoea with physiological doses of ovarian hormones 
can be considered as hopeful. In agreement with Buschbeck, I 
recommend three or four injections each of 250,000 international 
units of follicular hormone in the first half of the cycle and 
advise three courses of such treatment. 


General Symptoms of Ovarian Deficiency. 

In this section I propose to discuss the treatment of severe 
symptoms of ovarian deficiency such as occur immediately fol- 
lowing castration or at the climacterium, but which are also seen 
together with oligomenorrhoea. I am well aware that this ques- 
tion is by far the most difficult one with which I’ have to deal. 
The number of remedies which have been employed to relieve 
the very varied symptoms of ovarian deficiency is without end, 
and we are all aware that many of these symptoms can be relieved 
or removed by a variety of therapeutic measures. In recent 
years, however, treatment with follicular hormone has won ever 
greater favour and interest. In many instances preference has 
been given to the per oral administration of very small doses. 
How far the cures reported as a result of such treatment can be 
justly considered as a specific effect of the hormone it is not our 
intention to discuss, and I would only refer here to the previous 
remarks made on page 411. In spite of the many therapeutic 
measures available, every experienced clinician has seen cases in - 
which very severe symptoms of ovarian deficiency, highly preju- 
dicial to the patient’s general health, have remained refractory to 
all forms of treatment. According to my experience such 
symptoms can be removed in, the shortest possible time by the 
administration of adequate doses of follicular hormone. 

From the above remarks it is clear that it is by no means 
easy to obtain convincing proof of the specific curative effect of 
a certain remedy in the treatment of the symptoms of ovarian 
deficiency. In order to form an objective opinion, I took care 
to select for treatment women whose symptoms of ovarian defi- 
ciency were very severe and who had been treated for long 
periods with a variety of remedies without any result. Particu- 
larly striking results were obtained in young women who had 
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been castrated. It is not possible to describe exhaustively the 
various forms which the symptoms of deficiency may take and 
almost every case shows individual peculiarities. In my cases 
the most prominent condition was a disturbance of the circulation 
in the form of frequent flushes, sensations of heat, and profuse 
perspiration.) If these symptoms are aggravated at night, a 
particularly disturbing form of insomnia may develop, Thus 
one of my patients who had undergone operative castration at the 
age of.thirty, would have as many as forty hot flushes in the 
course of a night. This naturally led to severe loss of sleep, and 
her general condition became gravely disturbed after a month or 
two of unrelieved insomnia.’ This is by no means an isolated 
case, and many women with deficient or failing ovarian secretion 
suffer from insomnia of varying severity. (Another extremely 
distressing symptom frequently encountered is cardiac pain. which 
is often accompanied by very marked anxiety. Yet another 
noteworthy condition which frequently accompanies the early 
stages of disturbance of ovarian function is severe irritation, 
either limited to the external genitalia or extending over the whole 
body.) This condition in particular is almost always resistant to 
all forms of therapy previously employed. The irritation, which 
is often worse at night, is sometimes so intolerable as to produce 
serious thoughts of suicide in the patient. The condition may be 
associated with various changes (inflammation, swelling) in the 
external genitalia, or there may not be any visible signs. 

About a year ago, for the first time in my experience, I treated 
a woman who was suffering from leukoplakia and vulvitis asso- 
ciated with ovarian deficiency.) She was a woman, 35 years of 
age, who had begun to menstruate very late and whose cycle had 
always been irregular; for five months there had been complete 
amenorrhoea. For two months she had been tortured by almost 
intolerable itching in the external genitalia, the appearance of 
which is shown in Fig. 12. The labia majora and minora are 
red in patches and the superficial epithelium is destroyed in places 
as a result of scratching. On the inner aspects of the labia 
minora are numerous small ulcers the size of lentils. The skin of 
the anal and perenial regions is markedly reddened. Leukoplakia 
is present at many points.) The patient received at first 1,750,000 
international units of progynon B. The irritation disappeared 
completely without any noticeable change in the local condition. 
Five days after the last injection, a haemorrhage commenced and 
at its close a series of five injections of 250,000 units each was 
administered. In the next few months regular haemorrhages 
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occurred. Three months after the commencement of treatment 
the condition of the external genitalia had completely changed. 
(Fig. 13). The labial swelling had disappeared and they were no 
longer pigmented; on the inner aspects of the labia minora were 
small scars the size of a pin’s head representing the former sites 
of ulceration, It need hardly be said that no kind of local treat- 
ment had been given. 

To me the most remarkable feature in this case was the rapid 
disappearance of the irritation, and I was able to observe this 
same effect in three other cases. 

Another sign of ovarian deficiency which is worthy of mention 
is the well-known change in the mental outlook of the patient 
which most frequently takes the form of depression. 

The above described symptoms are those which were most 
prominent in my patients and which I was able to remove with 
astonishing rapidity by means of hormone therapy. I said above 
that every woman suffering from follicular hormone deficiency 
presents her own individual symptomatology,) and I must add 
here that each requires a suitable dosage, adjusted to its own 
peculiar needs. In some women with very severe symptoms it is 
necessary to give two injections of 500,000 international units 
each week for several weeks, while in others half this dosage is 
sufficient. I would recommend that after several weeks the dose 
should be reduced to two or three injections weekly of 50,000 
units and that after some three months treatment be suspended. 
\I lay particular stress upon this gradual reduction of the dosage 
since in this way the body is given an opportunity to become 
accustomed to a diminishing supply of hormone. ) 

According to my experience, circulatory disturbances due to 
hormone deficiency respond more quickly than any other 
symptom to treatment. In most cases the hot flushes and 
attacks of sweating disappear after the second injection. In the 
same way insomnia yields fairly quickly, while on the other hand 
a more protracted administration is usually necessary in order to 
remove cutaneous irritation. In many cases the first few injec- 
tions may actually aggravate the condition. 

It seems to me worthy of note that in numerous patients whe 
were given large doses of follicular hormone over prolonged 
periods I kept a record of the bodyweight. As a rule this was 
entirely unaffected by the treatment, so that it would appear 
that the hormone is unsuitable for the treatment of obesity 
associated with ovarian deficiency. 

- To summarize, my impression is that in slight and moderate 
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degrees of ovarian deficiency symptomatic treatment gives excel- 
lent results, whereas in severe forms the administration of 
adequate doses of follicular hormone is superior to all other 
therapeutic measures. I consider it to be particualrly important 
to reduce the dose gradually so that the body has a chance to 
adjust itself to the lack of hormone. | 


Uterine Haemorrhage of Hormonal Origin. 


As was maintained in the introduction to this paper, derange- 
ments in the physiological hormone production of the ovaries 
manifests itself in two ways, amenorrhoea or uterine bleeding. 
In the majority of cases of uterine bleeding of hormonal origin, 
the anatomical basis of the condition is cystic hyperplasia of the 
endometrium. This pathological condition of the mucosa is due 
to an excessive production of follicular hormone. Not infre- 
quently a large, persistent follicle is found in the ovary together 
with failure to produce a corpus luteum.» 

Experimentally, true cystic hyperplasia of the endometrium 
can be produced in castrated women by overdosage with follicular 
hormone. ) According to my experiments (about five times the 
physiological proliferation dose is required. Thus, after the 
administration of 5,000,000 international units over a period of 
eight weeks, curettage of the endometrium in a castrated woman 
yielded profuse masses of mucous membrane showing the typical 
histological picture of cystic hyperplasia, (Fig. 14). We see 
an exaggerated proliferation phase with dilated, cystic glands but 
devoid of any signs of secretory function. 

In my experience ‘cystic hyperplasia of the endometrium is 
invariably the underlying anatomical basis of the so-called 
juvenile hormonal bleeding,\ and it is also very frequently 
found in pre-climacteric bleeding. Substitution therapy with - 
hormones is based upon the consideration that in this condition 
excessive production of follicular hormone is accompanied by a 
deficiency of corpus luteum hormone. The function of the 
corpus luteum hormone administered is to convert the over- 
proliferated endometrium into the secretory phase and thus 
produce the rejection of a pregravid endometrium such as 
occurs in true menstruation. According to our present experi- 
ence large quantities of corpus luteum hormone (up to go rabbit 
units) are necessary in order to convert a pathologically prolifer- 
~ ated endometrium into the secretory phase.) It is, therefore, a 
very surprising, and, from the point of view of therapeutics, a 
very important fact that frequently much smaller doses will bring 
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uterine bleeding to a standstill. Thus ro to 20 rabbit units 
administered over five to six consecutive days are often sufficient. 
Up to the present an explanation has not been put forward as to 
the mode of action of these small doses. If a very large 
persistent follicle is present, however, neither large nor small 
doses will stop the bleeding. 

(The most important points in our present knowledge may be 
summarized as follows. In the normal genital cycle, which we 
know to be due to hormonal influence, the endometriiim goes 
through two stages of development, first the proliferative phase 
and then the functional phase; then follows the breakdown of 
the endometrium accompanied by bleeding which we call 
menstruation.’ Bleeding can occur, however, from the prolifer- 
ated endometrium before the functional stage has been reached, 
a phenomenon which is common in monkeys but rare in women. 

(The pathological exaggeration of the proliferation phase, the 
so-called cystic hyperplasia of the endometrium, gives rise to 
pathological bleeding. 
I was able to show that the doses of ovarian hormones neces- 

sary for substitution therapy in castrated women were much 
larger than had hitherto been imagined in order to bring the 
endometrium to the proliferation phase (by means of progynon) 
and to convert this phase into the pregravid or premenstrual 
phase (by means of corpus luteum hormone). These experi- 
ments in castrated women are, however, only the starting point 
of our endeavours to influence the menstrual cycle in women 
with amenorrhoea. Whereas, in castrated women, the two 
hormones act directly on the uterus, the state of affairs in women 
who, though suffering from amenorrhoea, still possess ovaries, is 
far more complicated. | Little will have been gained by merely ~ 
imitating menstruation. Our purpose is to restore the normal 
spontaneous rhythm of menstruation. If it be true that the 
normal ovarian cycle alternates with a hypophyseal cycle, our 
hopes of being able to accomplish this are probably justified. 

‘ \In secondary amenorrhoea the outlook is more promising; 

the former condition of harmonious endocrine co-operation is 
more easy to re-establish.) The disturbance, whether it be in the 
ovaries themselves, in the hypophysis, or in the balanced action 
of several organs was successfully removed in a number of cases 
by the administration of ovarian hormones) The necessity for 
giving the high doses of progynon which I have advocated is 
obvious from the fact that the smaller and more usual dosage had 
proved useless. Once the menstrual cycle has been restored, 
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however, it can continue to occur regularly and spontaneously 
and, as happened in one of my cases, even pregnancy may 
occur. This is, however, by no means the rule, and the tendency 
to relapse in amenorrhoea is always great even after many 
months’ spontaneous regulation of the cycle. 

Primary amenorrhoea is far more difficult to influence. Up 
to the present we have not been able to report a permanent 
success in a single case. As links in the chain between castrates 
completely devoid of ovaries and subjects with secondary amenor- 
rhoea, cases of primary amenorrhoea are, like both of these, 
capable of being temporarily influenced by the administration 
of hormones, no matter what the underlying disturbance may be. 
Nevertheless, the degree to which they are affected is demon- 
strably dependent upon the degree to which the genitalia are 
developed. ) If development is normal the administration of both 
ovarian hormones will produce an endometrial development 
which is qualitatively if not quantitatively normal, and the 
mucous membrane so obtained will be cast off together with 
haemorrhage just as in normal menstruation. On the assump- 
tion that, by means of prolonged treatment with both ovarian 
hormones, the harmonious interplay of the endocrine organ can 
be produced, we propose to continue treatment in the cases of 
primary amenorrhoea. We are encouraged in this hope by the 
fact that in six out of ten cases with a high degree of under- 
development of the uterus, a remarkable degree of uterine 
enlargement was obtained by means of progynon. 

According to my experience, the treatment of women suffering 
from oligomenorrhoea with physiological doses of follicular 
hormone can be considered as most promising. In severe 
general symptoms of ovarian deficiency—whether at the climac- 
terium or after operative castration—the administration of 
adequate doses of follicular hormone is superior to any other 
form of therapy. 
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Fic. 1. 


Atrophic endometrium of a woman who had been castrated by operation 

five years before the commencement of hormone therapy. It should be 

noted that all the microscopical preparations shown are magnified to the 
same degree. 


The same patient as in Fig. 1 after treatment with 1,250,000 units of follicular 
hormone and 35 rabbit units of corpus luteum hormone. 
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The same patient as in Figs. 1 and 3, showing the menstrual breakdown of 
the endometrium after hormone treatment. 


Remains of the basal layer of endometrium at the end of menstruation. 
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Normal proliferation phase of the endometrium on the tenth day of the cycle. 
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Normal secretory phase of the endometrium on the 24th day of the cycle. 
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Fic. 8. 
Growth of the uterus produced in a woman with primary amenorrhoea by 
means of follicular hormone. (a) Before treatment. (6b) After treatment. 
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Cystic hyperplasia of the endometrium produced experimentally in a castrated 
woman by the administration of 5,000,000 units of follicular hormone. 
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Some Causes of Puerperal Mortality and Morbidity, and 
Methods of Prophylaxis suggested for the Treatment 
of Puerperal Sepsis and Puerperal Pyrexia. 


AN ANALYSIS OF A SERIES OF 8,189 CASES OF CONFINEMENT AND 
ABORTION, TREATED IN THE COUNTY OF LANARK MATERNITY 
HosPITAL, BELLSHILL, FOR THE YEARS 1927 TO 1934. 


BY 


H. J. THomson, M.D., Ch.B. (Aberdeen), M.C.O.G., 
Physician Superintendent, County Maternity Hospital, Bellshill, 
Lanarkshire. 


Tuis subject is dealt with under the following headings: 

(1) The cause of morbidity. 

(2) The prophylaxis of puerperal sepsis. 3 

(3) Analysis of patients removed to Isolation Hospital. 

(4) Conclusions. 

(5) Appendices: (a) Puerperal sepsis outbreak, 1932; (0) 
therapeutic value of puerperal antitoxin; (c) statistics ot swabbing 
throats and vaginae; (d) analysis of cases notified to Local 
Authority during 1934. 


The frequency of morbidity of the puerperium may not be so 
great as in some of the larger maternity hospitals, yet it will be 
observed from the statement at the end of this article that the 
abnormal and complicated cases of labour are sufficient for care 
to be taken in preventing febrile states during the puerperium. 

Perineal lacerations account for 7 per cent of the morbid con- 
ditions. An open wound is fraught with danger of infection in 
any part of the body, but such a danger is markedly increased 
when the wound is in the neighbourhood of the vagina or rectum. 
Delay in the repair of a perineal laceration allows the germs a 
sufficient time to gain entrance to the blood-stream, and if the 
tissues are not sutured immediately, healing and repair do not 
necessarily occur. 

The toxaemias of pregnancy render the tissues unhealthy, and 
the perineum, in such patients, due to the pressure of the present- 
ing part, is as easy to tear as wet blotting-paper, with resulting 
lacerations. Furthermore, the untimely use of the forceps, which 
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may result in laceration of the soft parts, haemorrhage and 
exhaustion after a prolonged labour, is provocative of puerperal 
sepsis and pyrexia. Vaginal interference should be avoided as 
much as possible. 

In hospital work it is a great advantage to divide the ‘clean’ 
from the ‘suspect’ case, which is not always easy to determine. 
Patients suffering from pyelitis are often admitted to hospital 
before their confinement in the same ward as the ‘clean’ ante- 
natal cases, and it is certain that the bacillus coli, most often the 
cause of pyelitis in pregnancy, accounts for a percentage of the 
local and general serious infections of the puerperium.’ 

Other possible sources of infection are a baby with a discharge 
from the eyes, septic spots on its skin, nasal discharges, and a 
septic umbilical cord. Babies included in these categories are 
not allowed to be fed by the breast until the evidences of sepsis 
disappear. 

I am of the opinion that, if the ‘clean’ cases were warded in 
one part of the hospital and the ‘suspect’ cases were segregated 
and warded as ‘doubtful’ and ‘certain’ sources of infection, 
much of the puerperal sepsis in hospital would disappear. 

A comparison of the information given in hospital reports on . 
puerperal sepsis is interesting. A pyrexial rate varying from 40 
per thousand in one institution to 120 in another institution is 
worthy of investigation. Is this pyrexia due to the severity of the 
morbid conditions dealt with? It is, however, a feature that in 

the Reports of Maternity Hospitals many of the cases of sepsis 
occurred after normal confinements. Is this due to infection from 
one patient to another ? 

It is the one-man governed hospital’ which achieves the best 
results, and I am of the opinion that all Maternity Hospitals 
should have a medical superintendent who should insist on a 
certain procedure to be adopted. 

The chief causative agent of puerperal sepsis is the strepto- 
coccus. 

Streptococcus haemolyticus. The source of infection and 
method of invasion is twofold. (a) The infection may come from 
the patient herself. (b) In the majority of cases the source of the 
infection is due to a discharge from the nose or throat of the 
attendant or patient when they cough or sneeze (droplet infection). 
Other sources are boils, abscesses, and ‘carriers’ of streptococcus 
haemolyticus without clinical evidence thereof. Not the least 
important source is the unnecessary routine vaginal examinations 
made during normal labour by nearly all doctors, and sometimes 
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by midwives, at every pain if the labour is slow. It is not to be 
wondered at, therefore, that sepsis is so prevalent, ‘and that 
approximately 2,000 women in Great Britain lose their lives 
annually from puerperal sepsis. 

The maternity service as a whole requires to be reorganized, 
practical obstetricians and well-trained maternity nurses being 
appointed to safeguard the motherhood of our country. ‘he 
family practitioner, who attends anything and everything, is not 
the person best fitted to attend a woman in childbirth, since the 
risk of his carrying infection and the resulting complications ot 
the puerperium is great. 

A chronic infection of the pelvis, lighted up during labour and 
giving rise to acute symptoms, may iead to the death of the 
patient. 

The interesting work of Kinloch, Steven and Smith’ illustrates 
how droplet infection from the sputum of one patient is a real 
source of danger to other parturient women, but it is also not 
outside the bounds of possibility that a patient may carry a local 
infection to another part of her body where the conditions are 
suitable for bacterial growth which may result in a general intec- 
tion if the conditions are favourable. For example, a throat- 
infection may be resisted by the mucous membrane of the throat, 
yet on the raw surface of a torn perineum or lacerated cervix 
such an invasion may cause a puerperal infection. According to 
the present-day ideas such an infection must be droplet borne, 
but the possibility of air infection is not to be neglected, and I 
believe that, when the moisture of the spray infection has dis- 
appeared, the streptococcus will still remain active, and may be 
carried hither and thither by currents of air. Fumigation of the 
wards by formalin vapour is observed at my hospital. 

In this Institution the possibility of infection from towels, and 
from other toilet necessaries when the same utensils are used by 
several patients, is prevented by a separate set of requisites for 
each patient. The risk of bed-pan infection must not be lost sight 
of, since it is known that the same cloth covering is used in some 
institutions for a number of patients. In my Hospital all bed- 
pans are covered with a large sheet of crépe paper, 30 inches by 
40 inches, when returned from the patient to be disinfected, a 
fresh sheet being used for each patient on every occasion. Bed- 
pans are washed and sterilized in a bed-pan sterilizer. 

Antiseptics are by some regarded as a magic wand, preventing 
every sort of infection, but in the hands of careless and unqualifled ~ 
attendants, greater damage is done than good that may accrue 
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from their use. What is the bactericidal value of the much- 
famed lysol of the past? A solution of lysol strong enough to 
kill micro-organisms has a cauterizing effect on the tissues. The 
use of antiseptics is not necessary in obstetric practice. 


THE PROPHYLAXIS OF PUERPERAL SEPSIS AND PYREXIA. 


The rate of puerperal pyrexia varies in the same and different 
institutions from year to year. The methods of estimating the 
standard of pyrexia vary, but in spite of this it would appear 
that any method attains the desired end, namely the notification 
of the occurrence of puerperal sepsis. The more elastic the 
methods of estimation the lower will be the rate of pyrexia. The 
routine at some institutions is to exclude the first day of the puer- 
perium, some restrict the duration of the pyrexia to include the 
first to the eighth day, British Medical Association standard, 
while others take the temperature up to and including the twenty- 
first day after delivery, the Ministry of Health standard. The 
Ministry of Health standard, which is 100.4°F. on two occasions 
on the bi-daily readings within 24 hours, is followed in this 
Institution. 

During the years under review 8,189 patients have been dealt 
with by the following methods, each heading being detailed with 
the rates of pyrexia: 

(a) Aseptic precautions only—30 cases per 1,000 nearly all 
normal cases. 

(b) Antitoxin in large doses up to 100 c.c. or more (in some 
cases) per patient—go cases per 1,000, nearly all complicated 
cases. 

(c) Cases treated with aqueous solution of acriflavine per 
vaginam at the beginning and end of labour—53 cases per 1,000, 
normal and abnormal as admitted. 

(d) The routine use of calcium sulphide gr. } three times daily 
and a larger dose when necessary in severe cases—nine cases per 
1,000. In 96.7 per cent of all cases of confinement and abortion 
1934, or taking all cases for the year 1934, the rate of puerperal 
pyrexia and sepsis was 17 per 1,000. 


(a) Hospital Treatment Only. 

Personal care and care of the ward. Disinfection ot the air ot 
the ward with formalin vapour is carried out on each occasion the 
ward is emptied. Bedsteads are carbolized, bedding and linen 
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are similarly dealt with, blankets are washed after each confine- 
ment, and masks are used by patients and attendants. 

The throats of all members of the staff are swabbed weekly, 
and any member of the staff showing a positive result to strepto- 
coccus haemolyticus is precluded from entering the labour or 
lying-in wards. Nurses attending patients in the lying-in wards 
have their throats swabbed daily. Patients have vaginal and 
throat swabs taken on admission, and those patients whose swabs 
are positive to streptococcus haemolyticus are isolated in cubicles. 
If the temperature is raised, or the patient suffers from any febrile 
illness such as a cold in the head or influenza, she is removed 
to the isolation ward. Those members of the staff engaged in the 
operating theatre, labour wards, or lying-in wards have to wear 
masks. ' 

Each lying-in ward consists of eight beds, and if the ward is 
not filled in 48 hours the unfilled beds remain empty until the 
ward is again disinfected. A day nurse and a night nurse do all 
the dressings for 10 consecutive days, or until all the patients are 
discharged. 

The uterus is left unattended for 30 minutes, after delivery, 
unless bleeding occurs. 

Personal hygiene on the part of the patient is encouraged by 
supplying a complete toilet outfit for each one. This is an addi- 
tional line of defence in an attempt to prevent organisms being 
carried to the vulva by the hands of the patient. 

To simplify the investigation as to the source of any infection, 
numbers are allotted to each member of the staff, and the beds 
are numbered. 

After a woman has been delivered in the labour ward, if she 
is suffering from any abnormal condition which is liable to be a 
source of infection, she is removed to the isolation ward which is 
situated apart from any other building in the hospital grounds. 
After a labour terminated by the forceps, and in the case of 
delivery with the forceps, or one in which such an operation has 
failed before admission and laceration has resulted, the patient 
is placed in a single bed cubicle. A similar procedure is carried 
out if the patient is suffering from any other condition which will 
render her liable to infection during the lying-in period. 

It is also worthy of note that prior to any procedure which 
will entail the uncovering of the patient’s body, the patient as 
well as the attendant is masked. Sterilized masks are issued daily 
to patients and at each dressing to the nurses, and the patients are 
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compelled to wear masks during labour as droplet and air infec- 
tion in a labour ward is more possible then than at any other time 
during the patient’s residence in hospital. If a patient is left 
uncovered the spray containing organisms may be conveyed to 
the external genitals and introduced internally later. At the end 
of every expulsive effort millions of bacteria are discharged from 
the mouth of the patient, due to the stress of respiration, and 
being projected into the atmosphere may affect another patient in 
the same labour ward. 

The members of the staff are also directed to gargle trequently 
so that the throat of any ‘carrier’ may have an opportunity of 
being disinfected. Every Monday the medical and nursing staff 
have their throats swabbed, and those in whom the swab is 
positive to streptococcus haemolyticus are precluded from duty in 
any of the lying-in or labour wards. The swab taken from the 
throat of a nurse must be negative on two occasions before she 
is allowed again to take cases. 

A permanent staff of nurses is kept for the isolation ward, who 
on no account are allowed to visit any other part of the hospital. 


(b) Antistreptococcal Antitoxin (Puerperal). 


Of the many methods of prophylaxis, apart from general 
cleanliness, hygiene, asepsis and antisepsis, I am of the opinion 
that our satisfactory results have been obtained through the use of 
puerperal antistreptococcal antitoxin (Parke Davis and Co.). For 
the years 1927 to 1928 supplies of antitoxin were meagre and the 
results are not worthy of consideration, while in 1931, 1932 and 
1933 tests were made with antitoxin and vitamins A and D 
together and antitoxin alone (see Appendix A and Appendix B). - 


(c) The Use of Acriflavine 1 in 750 Aqueous Solution to the 
Vaginal Tract. 


Lint soaked in acriflavine I in 750 is inserted at the onset of 
and at the end of the second stage of labour has not met with 
such success as one would have anticipated—the less the vaginal 
passage is interfered with, either by antiseptics at the time of 
labour or by a frequent examination of the patient, the greater 
chance is there of a normal puerperium. The vagina should 
neither be soaked, douched, packed nor be examined digitally 
during labour or the puerperium, unless the case is a complicated 
one. 

I have found a very suitable soap solution prepared from 
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acriflavine and ethereal soap I in 500, which I have permission 
from Professor Browning to state ‘‘has the same killing effect on 
staphylococcus aureus and bacillus coli as a similar strength of 
acriflavine in an aqueous solution.’’ I have found this solution 
very useful for cleansing the external genitalia and also lubricating 
the forceps before its application. It does not stain the hands, 
and can be washed off with soap and water, and it does not stain 
permanently wool or linen. It is also useful as a lubricator for 
gloves. For use in gynaecological and obstetrical practice this 
solution is an excellent examining lubricant. Its bactericidal 
action is stronger than that of carbolic acid. 


(d) Calcium Sulphide. 


I now refer to a new line of treatment for the prevention ot 
puerperal pyrexia. It is well known that calcium sulphide has 
long been noted as a specific for tonsillitis and other infections. 
This drug has been used in this Institution tor over 12 months as 
a routine measure, and the success which has attended its 
administration is such as to convince me that its use is indicated. 
Calcium sulphide, § grain, is given as a routine thrice daily to all 
patients from the time of their admission, and preferably pre- 
natal if possible. If a patient suffers from such complications as 


antepartum haemorrhage or toxaemia of pregnancy, or has been 
lacerated, or has had a difficult instrumental delivery, or when 
a degree of exhaustion exists, the dose may be increased to 12 
pills } grain, in the first 24 hours, after which the dose is reduced 
to 1 grain four times daily. It is an inexpensive remedy, and one 
that is worthy of a trial. We now give it in capsule torm com- 
bined with halibut oil. 


ANALYSIS OF CASES REMOVED TO ISOLATION HOSPITAL. 


Included in the 8,189 patients removed to the County Isolation 
Hospital there were 150 cases of puerperal sepsis, and ot these 
patients 123 were discharged well and 27 died. The morbidity 
rate from this series was 18 per cent. There were 60 other 
patients removed to the County Isolation Hospital on account ot 
a rise of temperature, and the corrected diagnoSes were: Negative, 
6; antitoxin reaction 7; puerperal pyrexia, 1 (no evidence ot 
disease); concealed haemorrhage, 3; respiratory disorders, 28. 
The mortality rate from this series was 5 per cent. In addition 
during the eight years under review, five patients died in the 
County Maternity Hospital, Bellshill, from acute sepsis. 
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CONCLUSIONS. 


I. The surgical technique as practised in a general hospital 
is of prime importance in a maternity hospital. 


2. Aerial disinfection is worthy of consideration, and the wear- 
ing.of masks by patients and the staff is essential. Personal 
hygiene should be encouraged. Segregation of ‘suspect’ cases 
is necessary. 


3. Puerperal antitoxin* occupies a definite place among the 
preventive measures of puerperal sepsis. The cases for the most 
part treated with antitoxin have been severe and yet the rate of 
puerperal pyrexia does not amount to more than 9gI per I,000, 
while the average for Great Britain for all cases in which antitoxin 
was not administered is 110 per 1,000. Two thousand eight 
hundred and fifty-two cases have been treated with puerperal 
antitoxin, a series worthy of consideration. It would appear 
that such an antitoxin, although not always preventing the onset 
of sepsis, ameliorates the disease, and the mortality rate is 
negligible. 

My opinion still remains the same as that contained in a 
Report issued on the roth October, 1932. The following is an 
abstract of the Report referred to: 


1. It is not necessary to give every patient puerperal antitoxin after 
parturition. 

2. Cases of instrumental delivery with evidence of lacerations ot the 
soft parts should receive antistreptococcal antitoxin in liberal doses. 

3. Antitoxin should be given in all cases of ante-partum and _ post- 
partum haemorrhage. 

4. Although antitoxin is not a specific agent in controlling the onset of 
puerperal sepsis, nevertheless, if given early, it prevents a tatal termina- 
tion in the great majority of cases of sepsis. 

5. The effect of the antitoxin is prophylactic for 13 days on the 
average; nine to 10 days would be the minimal and 17 days the maximal 
time in this respect. 

6. Puerperal antistreptococcal antitoxin is of no value when given to 
a patient whose temperature has been markedly elevated tor 24 to 36 
hours before administration. 


4. The use of acriflavine is limited to swabbing the skin 
round the vulva. Its use is satisfactory and especially so when 
combined with ethereal soap 1 in 500. 


5. The administration of calcium sulphide, in a group of 1,421 


* Antistreptococcal antitoxin (puerperal). 
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cases, including many complicated, gives a pyrexial rate (when 
cases febrile on admission are excluded) of approximately 3.5 per 
1,000, an irreducible minimum. If calcium sulphide had been 
used for a period of, say, three months before the confinement, 
the results could be regarded as a piece of good fortune, but the 
figures given include all admissions of confinements and abortions 
for the period of January to December 31st, 1934, and now the 
results continue to be equally satisfactory. 


6. Droplet infection has always been regarded as a menace, 
and the wearing of masks by the patient as well as by the atten- 
dants is essential. 


7. Asepsis is our routine practice, not antisepsis. 


8. The purpose of this article is to suggest to other medical 
men that they should try the value of the remedies recommended, 
viz. asepsis, masks, calcium sulphide, antitoxin, acriflavine- 
ethereal soap I in 500, and in foul-smelling lochial discharges an 
intra-uterine douche of glycerine and acriflavine ini in 500) twice 

or thrice daily. 


g. The routine dose of calcium sulphide has been } grain three 
times daily, but within the last month the dose has has increased 
to I grain twice daily, while in complicated cases } grain is given 
every two hours for the first 24 hours, and 1 grain every four 
hours thereafter. 


APPENDIX A. 
OUTBREAK OF PUERPERAL SEPSIS. NOVEMBER 1932 TO JANUARY 1933. 


An interesting point in this investigation is that antitoxin had been used 
in varying quantities until the 7th of September, 1932, when it was discon- 
tinued until after the outbreak of sepsis in November 1932. From the zgth 
of November all patients were given puerperal streptococcus antitoxin and 
from that date onwards no deaths occurred. During the three weeks prior 
to the administration of antitoxin there had been five deaths. 

From the beginning to the end of the epidemic swabs taken trom the 
throats of the nursing staff were 60 per cent positive to streptococcus haemo- 
lyticus. 

In Pavilion IV 12 nurses gave such a reaction during the epidemic. It 
is in this pavilion that the labour wards containing 43 lying-in beds are 
situated. 

The fact that masks are worn by everyone at the confinements and 
subsequent dressings discredits.an assumption that infection was conveyed 
from the throats or nasal passages of the nursing staff, but the possibility 
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of one patient infecting another through coughing or sneezing, since influenza 
was rampant at the time, should not be lost sight of, and one of the lessons 
taught by this epidemic was that not only should the attendant, but also 
the patient, be masked. 


APPENDIX B. 


THERAPEUTIC VALUE OF ANTITOXIN. 7TH NOVEMBER 1931 TO 
7TH SEPTEMBER 1932. 


A scheme was outlined towards the end of 1931 to test the therapeutic 
value of puerperal streptococcal antitoxin, and the following was evolved. 
Each patient, whether she was to be confined in the institution, had been 
confined before admission, or was suffering from an inevitable or complete 
abortion, was placed in order of her admission in one of four categories, 
denoted by A, B, C, or D, which was interpreted as follows: A, representing 
hospital treatment only; B, representing hospital treatment with vitamins A 
and D in food, and adexolin; C, representing hospital treatment, antitoxin 
and vitamins A and D in food, and adexolin; D, representing hospital treat- 
ment and antitoxin only. 

A further classification was made. If a patient had, on admission, a rise 
of temperature, this fact was denoted by adding to any of the four classes 
the letter Q, and in such circumstances treatment under C was immediately 
carried out. Patients classified under A and B were allowed to have onty 
two rises of temperature to 99°F. within eight hours, after which antitoxin 
and vitamins A and D were administered in full doses. When a patient 
had a rise of temperature to 99°F. or over and not exceeding 100.4’F., the 
letter R was added; whereas, if the rise was over 100.4°F. on two occasions 
X was added, indicating that a state of pyrexia, according to the Department 
of Health’s standard, had been attained, so that a patient in category B 
with a temperature 99.5°F. became BR, and a notifiable case became BRX. 

From the 7th November, 1931, to the 7th of April, 1932, 475 patients were 
admitted and were classified as follows: A, 114; B, 117; C, 122; D, 122. 
The results are, in my opinion, entirely in favour of the use of antitoxin. In 
order further to prove its value, from the 7th of April to the 6th of 
September of that year, every patient admitted received puerperal antitoxin, 
varying in doses from 10 to 110 cubic centimetres, and the results were even 
more remarkable, no patient having been removed to the County Isolation 
Hospital, Motherwell, during the five months, except those who were septic 
on admission. 

It is, however, interesting to note that during the outbreak of puerperal 
fever, which made its appearance during the early days of November, five 
deaths have to be recorded from that date to the end of November, puerperal 
antitoxin having been administered only after rise of temperature; whereas, 
‘from the 29th of November onwards every patient received puerperal anti- 
toxin at the time of her confinement, and there were no further deaths. 

Over the period under review, from the 7th of November, 1931, to the 
6th of September, 1932, only one death occurred from puerperal sepsis and | 
that was of a patient who had had criminal abortion performed, regarding 
which police enquiries were made. 
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a APPENDIX C. 
Tue. REsuLTS OBTAINED FROM 5,022 SwaBs EXAMINED FOR HAEMOLYTIC 
STREPTOCOCCUS. \ 

During the year 5,022 swabs were taken for examination for haemolytic 
streptococci. Of those 1,631 swabs were taken from the vagina, while the 
remainder were taken from the throat. 

Negative Positive Percentage 
Throat swabs—Staff ...  ... 1,722 109 6.1 
Patients 1,459 51 3.4 
Vaginal swabs—Patients ...... 1,581 3.1 


4,812 


SUMMARY OF CASES OF PYREXIA NOTIFIED DURING THE YEAR 
ENDING 31ST DECEMBER, 1934. 


During the year ending the 31st of December, 1934, 25 cases 
of pyrexia were notified, six of which followed abortions, all 
febrile on admission. Four patients were admitted after confine- 
ment, one on the tenth day of the puerperium, one on the eighth 
day of the puerperium, two on the day of confinement and three 
of these had marked rises of temperature on admission, and on 
this account are excluded, with, in addition, the six cases of 
abortion referred to above, when calculating the rate of puerperal 
pyrexia. One patient, the child having been born before the 
arrival of the attendant, had a normal temperature until the 
second day of the puerperium. The remaining 15 patients were 
confined in hospital, of whom 11 were febrile before confinement, 
and four were non-febrile. 

Of the febrile cases the reason for admission was as follows: 
(a) Lobar pneumonia-—died. (6b) Pernicious anaemia of preg- 
nancy, albuminuria and general weakness—died. (c) Delayed 
labour with albuminuria and blood in urine. (d) Pyelitis. 
(e) Eclampsia, dying on the day of confinement—temperature 
105 F. (f) Antepartum haemorrhage for three days before ad- 
mission. (g) Patient had oedema of the feet and legs and. was 
collapsed and in a very exhausted condition on admission. The 
placenta was adherent and profuse post-partum haemorrhage 
occurred; the placenta was removed manually; blood transfusion 
was carried out. (h) Delayed labour; attended by doctor and 
midwife for three days before admission; delivered of a foul- 
smelling decomposing foetus; patient died 30 hours.after delivery ; 
acute sepsis. (i) Prolapsed cord before admission; delivered by 
the forceps after admission. (7) Admitted with albuminuria and 
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some oedema of the lower extremities, jaundiced and toxic; blood- 
stained sputum; immediately alter delivery patient was given a 
blood transfusion, which was repeated, but she did not rally and 
died. (k) Patient admitted after detivery at home, suffering trom 
a severe attack of bronchitis and with abscess of right middle ear. 

Of the non-febrile cases the reasons for admission were as 
follows: (a) Patient admitted with oedema of vulva, normal 
delivery, severe perineal lacerations; haemolytic streptococci 
were found in the vagina. (b) Patient walked into the institution 
in labour, and on examination the os was fully dilated, the head 
above the brim, which had a diagonal conjugate of 4} inches. 
Caesarean section was performed immediately; wound became 
septic. (c) Patient admitted in a very emaciated stage, suffering 
from hyperemesis, painful throat, oedema of lower extremities, 
troublesome cough, was confined a fortnight after admission, 
removed 48 hours after confinement to County Isolation Hos- 
pital; died. Post-mortem report: double pneumonia, interstitial 
nephritis, pyelitis. (d) Patient admitted with a history of 
haemoptysis, normal confinement, first rise of temperature on 
the ninth day of the puerperium. 


COMPARATIVE METHODS OF TREATMENT. 


Of the cases under review, totalling 8,189, 3,894 were normal, 
while 4,295 were complicated, and of the complicated cases 597 
patients were febrile on admission. . 

There were treated during the eight years under review, 6,768 
cases by various methods: (a) Hospitalization; (b) antitoxin; 
(c) acriflavine soak (I in 1000) per vaginam at the beginning of 
labour and at the end of the second stage. 

The number of patients developing a temperature of 100.4°F. 
on two occasions within 24 hours was 395, equalling 58.2 per 
1,000; while in 1934 96.7 per cent of all cases of abortion, con- 
finement, and cases confined before admission were treated with 
calcium sulphide alone, and in this group the puerperal pyrexial 
rate was 9 per 1,000. 


REFERENCES. 
1. Baird, D., and Hart. ‘‘Maternal Mortality,”’ Professor Munro Kerr, 
: 1932, p. 108. 
2. Kerr, Professor Munro. ‘‘Maternal Mortality,’’ textbook, 1932, p. 343. 
3. Scottish Board of Health. ‘‘Maternal Mortality,’’ 1928, p. 15. 
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The Prevention of Prolapse of the Uterus and Vaginal 
Walls Following Childbirth. 
BY 
MARGARET SALMOND, M.D., B.S. (Lond.), M.C.O.G. 


A.M. Bird Research Scholar at the London (Royal Free 
Hospital) School of Medicine for Women, 


IN CONJUNCTION WITH 
Miss GERTRUDE DearNLEY, M.D., B.S. (Lond.), F.C.O.G. 
Gynaecologist to the Royal Free Hospital. 


THE selection, for further investigation, of the subject of 
prolapse of the uterus and vaginal walls, with special reference 
to its occurrence following childbirth, was decided upon as a 
result of the observance in the Out-patient Department of the 
Royal Free Hospital of a large—in fact overwhelmingly large— 
number of patients, both young and old, attending the depart- 
ment who complained of symptoms referable to these conditions. 

This out-patient department is crowded with young patients 
waiting for admission tor ‘plastic vaginal operations, and is only 
one of many scattered all over the country in which the same 
state of affairs doubtless exists. 

These patients are, in almost every case, suffering from 
symptoms referable to injury following a confinement—fre- 
quently their first confinement—and their condition needs 
urgent operation. They are often greatly handicapped in carry- 
ing out their household duties or work. Ill-health, and at the 
very least, discomfort, curtailment of physical activity and often 
marital disharmony is the result of such injuries. In these 
circumstances if, as is so frequently the case in these days of 
unemployment, the woman is also a wage-earner.and supple- 
ments the family income by some type of fairly hard physical 
work, she may be incapacitated from doing this; the family at 
once suffers and deteriorates in health owing to malnutrition. 
Thus, physical injury to the mother does not only affect herself, 
but her whole family, and becomes a problem of national 
importance. 

Not only the young, but a very large number of older 
patients, are suffering from very bad procidentiae, the result of 
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the days when obstetric practice was not so efficient as it is 
now. Many of these unfortunate mothers are, by reason of 
their health, age or family ties, unable to submit to operative 
measures and are condemned to wear for the rest of their lives 
some form of pessary which has to be changed at regular 
intervals: a burden to themselves and to hospitals dealing with 
many hundreds of chronic cases. 

We consider that operations for prolapse of the uterus and 
vaginal walls bring, perhaps to a greater degree than many 
other operations, relief to the patient, earn their gratitude, and 
give satisfaction to the surgeon; but the numbers of such cases 
occurring betokens a deplorable state of affairs in the midwifery 
of the country, which it is our duty to improve by every means 
in our power. It was to this end that an investigation was 
undertaken of a large number of post-natal cases and of after- 
results of operations performed by us for various types of 
prolapse. These results of operations will be embodied in a later 
paper. 

In all, 586 patients were examined at periods varying from 
a fortnight to two months after confinement. These cases were 
drawn from a number of sources. First, a small number of 
private cases and a few patients delivered by general practi- 
tioners, it not being easy to obtain a large number of the latter, 
as unless the patients have some definite complaint or are sent 
up with a letter from their doctor, they do not find their way to 
hospital or to a post-natal clinic. Next, there is a large number 
of primiparae and multiparae delivered by medical students, 
both in hospital and in their own homes in the district. Most of 
these patients were delivered by students from the Royal Free 
Hospital, but some by students from other hospitals, and any 
abnormalities and complications were dealt with by obstetric 
staffs. 

In addition to this there is a small series of secondary sutures 
of the perineum performed at the Royal Free Hospital in the 
obstetrical and gynaecological unit at periods, from the tenth 
to the twentieth day of the puerperium, on patients in whom 
there had been septic complications and in whom perineal 
lacerations which had been primarily sutured had broken down. 
For being able to report the cases seen at the Royal Free 
Hospital I am indebted to Dame Louise McIlroy, by whose kind 
permission I was able to examine a large number of patients. 

Lastly, there is a series of primiparae and multiparae 
delivered by midwives. These patients were mostly seen at 
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post-natal clinics and had been delivered by midwives under 
different conditions: some in hospital by pupil midwives, some 
in borough maternity homes by trained midwives, and some by 
midwives in domiciliary practice. 

By the examination of these patients, we wished to ania: 
if possible, the answer to a number of problems and to see if in 
any way it is possible to prevent the large numberof cases of 
disability following on childbirth. ‘ 

The problems which we set ourselves to answer are as 
follows: 

1. With modern methods of midwifery, i is there still a vith 
amount of disability due to prolapse following childbirth ? 

2. If so, is part or all of this disability preventable, and how ? 

3. Included in the latter question: What are the chief causes 
of the essential and adjuvant lesions in prolapse ? bit 

4. What are the best conditions under which a patient should 
be confined, in order to prevent, so far as possible, the occur- 
rence of prolapse ? 

Patients were seen and a careful history taken on niu 
cards. It was not always possible to obtain accurate accounts 
of previous confinements, and many patients were unable to 
give the weights of their infants, since in past years weights had 
been only guessed. For the work of analysing the various 
groups of cases referred to, we have divided them into four 
sub-groups in each large group of patients. 

Group 1. Those with good anatomical and functional results. 

Group 2. Those with good functional and fairly good 
anatomical results. 

Group 3. Those with good functional and fair or bad 
anatomical results. 

Group 4. Those with bad functional and tair or bad 
anatomical results. 

Many tables with detailed analyses of duration of labour, 
weights of infants, and so on, were prepared and a number of 
references consulted, but it has not been possible to include all 
these in this paper. 


PRIVATE CASES. 

In this series there are 30 cases. The results are uniformly 
good. Nineteen primiparae were delivered and all had perfect 
anatomical and functional results. The percentage of abnormal 
cases was high, five patients having been delivered by: the 
forceps, another being a case of breech with extended legs and 
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arms, and two cases of induction of. labour by means of the 
stomach tube. Thirteen patients sustained perineal lacerations, 
or had an episiotomy performed, and these lacerations were all 
adequately repaired. The delivery of many of these patients 
was so satisfactory and any lesions repaired so well that it was 
hardly possible to tell some months later whether they had given 
birth to a child or not. 


M ultiparae. 

"Of TI patients delivered, seven had perfect functional and 
anatomical results, three had perfect functional and fairly good 
anatomical results, and one complained of prolapse. This 
patient had previously had a difficult forceps-delivery of a baby 
weighing 7 pounds 4 ounces, performed by a general practitioner, 
and complained of prolapse and stress incontinence of urine 
before and during her second pregnancy. She had worn a ring 
during the second pregnancy. She was delivered of an infant 
Weighing 6 pounds 4 ounces, and at the post-natal examination 
was seen to have a lax introitus, a marked cystocele, and a 
normal cervix. There was not any rectocele or descent of the 
uterus. It is probable that the first delivery of the patient was not 
managed as well as it might have been. This patient has since 
been perfectly cured by an anterior colporrhaphy and a repair 
of her perineum. 

Of the three patients in group 2, with fairly good anatomical 
and good functional results, one had had a very long first labour 
inthe Royal Free Hospital, and was delivered of a baby weighing 
7 pounds 8 ounces, the second labour being rapid and the infant 
the same weight. The second patient gave birth to an infant 
weighing 6 pounds 8 ounces after an episiotomy, and was 
délivered by a specialist at her first confinement, and at the 
second an infant weighing 7 pounds 8 ounces was delivered 
without laceration in three hours. The third had three infants, 
all délivered by the same obstetrician at three-year intervals. 
She had labours lasting 12, 6 and 5 hours respectively, with 
infants weighing 9 pounds, 9 pounds 15 ounces, and 7 pounds 
I5 ounces. She sustained perineal lacerations with the first 
delivery and a vaginal laceration with the second. Each of 
these patients has a good perineum and a very small cystocele. 
They are well and do not complain. 


Summary of Private Cases. 
Primiparae. Group I: Ig cases. 
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Multiparae. Group I: seven cases. Group 2: three cases. 
Group 3: one case. 


Patients DELIVERED BY GENERAL PRACTITIONERS. 


In this group there are 23 cases, 14 of which were primiparae 
and nine multiparae. 


Primiparae. 

Of the 14 patients, five complained of prolapse or stress 
incontinence of urine and one was sent into hospital with a 
third-degree perineal laceration and post-partum haemorrhage. 
Four patients had bad anatomical results; two fairly good and 
two good results. The forceps was applied in five cases, in four 
with bad anatomical results, two of these patients complaining 
of prolapse. One patient whose child had been delivered as a 
breech had prolapse, and of four patients who had perineal 
lacerations, two had bad anatomical results and one complained 
of prolapse. 


Summary of Primtparae. 

Group 1. Two cases (one torn and not stitched, one 
perineal laceration). 

Group 2. Two cases (one perineal laceration and one 
forceps-delivery, with toxaemia and a perineal laceration). 

Group 3. Four cases (one without any complications, one 
with a perineal laceration, and two forceps-deliveries, both with 
perineal lacerations). 

Group 4. Six cases (two without any complications, one with 
a perineal laceration, one breech-delivery, and two forceps- 
deliveries, of which one had a third degree perineal laceration). 


Multiparae. 
Three patients complained of prolapse and four had bad 
anatomical results. Of those complaining of prolapse, the first 
had had a previous long labour ending in delivery with the 
forceps for a persistent occipito-posterior presentation of a child 
which was stillborn. The second had four children, the first two 
deliveries being normal; the third delivery was with the forceps. 
and at the fourth delivery—a 12-pounds infant—the forceps was 
applied five times before delivery was effected. In both of these 
patients perineal lacerations resulted. The last patient had had 

two breech-deliveries. 
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Summary of Multiparae (nine cases). 

Group 1. One case (breech, anencephalic). 

Group 2. One case (without complications). 

Group 3. Four cases (two without any complications and 
two forceps-deliveries). 

Group 4. Three cases (one without any complications, one 
with a forceps-delivery, and one with a breech-delivery). 

The nine cases in group 4 (six primiparae and three multi- 
parae) all needed an operation for the repair of the perineum 
and for cystocele and rectocele. Descent of the uterus was not 
present in any case. When the perineum had been sutured in 
these cases the method employed was, in all cases, inadequate, 
one to three through-and-through sutures being used only. 


PRIMIPARAE DELIVERED BY STUDENTS. 

There are 138 cases in this series, with a high percentage of 
abnormalities, as is usual in hospital practice. Most of the 
patients were delivered in the Royal Free Hospital, but some 
were delivered in other teaching hospitals in London. 

In the series, 59 patients had perfect anatomical and func- 
tional results, 48 had perfect functional and good anatomical 
results, 24 had good functional but bad anatomical results, and 
seven patients complained of prolapse. Of those 24 patients who 
had bad anatomical results, five were fair and 19 definitely bad. 

There were 41 abnormal cases in the series, grouped as 
follows: (1) Toxaemia: seven cases. (2) Forceps: 20 cases. 
(3) Breech: nine cases. (4) Induction: three cases. (5) Placenta 
praevia: two cases. 

Twenty-five patients had uncomplicated labours (18.11 per 
cent), 24 patients had vaginal lacerations (17.33 per cent), and 
47 patients had perineal lacerations (34.2 per cent). 


Patients Complaining of Prolapse (seven cases). 

(1) Complications absent during labour (three cases). The 
first patient was an unhealthy, underfed woman with a flabby, 
scarred abdomen. She had a 20}-hours’ labour, with one and a 
half hours in the second stage, and was delivered of an infant 
weighing eight pounds. She has a normal introitus, a small 
cystocele and slight descent of the uterus. She complains of 
stress incontinence of urine. 

The second patient had a 12-hours’ labour and was delivered 
of an infant weighing 7 pounds 4 ounces. She has a normal 
introitus, a tiny cystocele and rectocele, and a normal uterus. 
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She complains of very slight stress incontinence of urine and 
backache. 

The third patient had a 1o-hours’ labour and was delivered 
of an infant weighing 7 pounds 1 ounce. She has a slightly lax 
introitus, a small cystocele and rectocele, and very slight descent 
of the uterus. She complains of bearing-down pain. 


2. Vaginal lacerations (one case). The one patient in this 
group complains of bearing-down pain. Her labour lasted 10 
hours and she was delivered of an infant weighing 5 pounds 
4 ounces. She has a perfect perineum and the vaginal walls and 
the uterus are not prolapsed. 


3. Perineal lacerations (three cases). The first patient was 
delivered in 18 hours 35 minutes, with 1 hour 20 minutes in the 
second stage, the infant weighing 8 pounds 3 ounces: She 
complains of a bearing-down feeling and a lump between. the 
legs. She has a good perineum, a small cystocele and rectocele, 
no descent of the uterus but a mobile retroversion. 

The second patient was delivered in 11 hours 35 minutes, with 
one hour in the second stage, the infant weighing 7 pounds 
I ounce. She complains of slight stress incontinence of urine 
and slight bearing-down pain, and has a slightly lax introitus, a 
very small cystocele and rectocele and a retroverted uterus 
without any descent. 

The third patient was delivered in 17 hours 30 minutes, 
with 40 minutes in the second stage, the infant weighing 6 
pounds 4 ounces. She complains of frequency of micturition 
and has a slightly lax introitus, a marked cystocele and 
rectocele on straining and a retroverted uterus which descends 
slightly on straining. 


Primiparae Delivered by Students. 
Of the 24 patients who had bad anatomical results, the 
following remarks can be made about their cases. 


1. Without complications during labour (five cases). Three 
patients had large infants and were delivered in 10}, 25 and 13 
hours respectively, with normal second stages, the infants 
weighing 7 pounds 4 ounces, 7 pounds 14 ounces and 9 
pounds respectively. All these patients had prolapse of the 
vaginal walls and lax introiti, the uterus being in all cases 
normal. One patient had a fixed retroversion without any 
prolapse. One patient was delivered in 12 hours, the infant 
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weighing 6 pounds 5 ounces. This patient had a small cysto- 
cele and slight descent of the uterus. 

2. Vaginal lacerations (six cases). Three patients had slight 
descent of the uterus on straining, three had lax and three had 
very lax perineums and all had varying degrees of prolapse of 
the vaginal walls. The weights of the infants were 8 pounds, 
7 pounds 3 ounces, 6 pounds 8 ounces, 7 pounds, 5 pounds 14 
ounces and 6 pounds 15 ounces respectively. The lengths of the 
labours were 20 hours 20 minutes, 20 hours 50 minutes, 5 hours 
40 minutes, 36 hours 50 minutes, 3 hours 55 minutes and 39 
hours 35 minutes. ‘The longest second stage was 2 hours 15 
minutes and the shortest 30 minutes. 

3. Toxaemia (one case). The patient was delivered in 28 
hours 30 minutes, with a second stage of 3 hours 15 minutes, 
the infant weighing 8 pounds 6 ounces. This patient had a lax 
introitus, a healed vaginal laceration, a very slight cystocele on 
straining and a marked rectocele. The uterus was retroverted 
without any descent. This patient had had an_ unstitched 
laceration. 

4. Toxaemia with perineal laceration (one case). This patient 
was delivered in 15 hours 35 minutes, with 45 minutes in the 
second stage, the infant weighing 8 pounds 3 ounces. This 
patient had a lax introitus, a marked cystocele on straining and 
a retroverted uterus. 

5. Placenta praevia (one case). This patient had haemor- 
rhage at the thirty-sixth week from a lateral placenta praevia 
and labour was induced by rupture of the membranes and 
packing the vagina. The patient was delivered in 12 hours 15 
minutes, with 15 minutes in the second stage, the infant 
weighing 4 pounds 9 ounces. She has a normal introitus, a 
marked cystocele on straining and a normal uterus. 

6. Delivery with the forceps without perineal laceration (one 
case). One patient was delivered of a stillborn child with 
hydrocephalus. Further details of her labour were unobtainable. 
She has a lax perineum, a cystocele and rectocele and a normal 
uterus. 

7. Delivery with the forceps, with perineal laceration (one 
casé). This patient had a mitral stenosis and was delivered in 
12 hours 20 minutes, with 45 minutes in the second stage. The 
forceps was applied because of the cardiac condition. The child 
was 7 pounds in weight. She has a badly torn and healed 
perineum, a marked cystocele and small rectocele on straining 
and a mobile retroversion. 
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8. Perineal lacerations (eight cases). In these eight cases the 
weights of the infants varied between 5 pounds 4 ounces and 
8 pounds 14 ounces as limits and the duration of Jabour from 
5 hours 20 minutes to 26 hours 30 minutes; the longest second 
stage was I hour 45 minutes. Three patients had poor 
perineums: in one the perineum had broken down. Three 
patients had fair perineums and in two the state of the 
perineum was good. All the patients had varying degrees of 
prolapse of the vaginal walls and in all the uterus was normal 
without any descent on straining. 


MULTIPARAE DELIVERED BY STUDENTS. 

There are 86 cases: Group I: 21 cases. Group 2: 16 cases. 
Group 3: 35 cases. Group 4: 14 cases. 

There were 17 abnormal cases in the series, grouped as 
follows: (r) Toxaemia: nine cases. (2) Forceps: two cases. 
(3) Breech: four cases. (4) Twins: two cases. 

Twenty-eight patients had perineal or vaginal lacerations and 
the rest had uncomplicated labours. 

Of the 14 patients complaining of prolapse, eight had had 
normal labours, three had perineal lacerations, one had had 
toxaemia, one had had a breech-delivery, and one had had 


twins. All these patients needed a repair operation for prolapse 
of varying degrees. 


Multiparae Delivered by Students. 

1. Without complications. The weights of the infants varied 
from 6 to 8 pounds Io ounces and the length of labour from five 
to 24 hours. 


History of Previous Labours of the 14 patients suffering from 

Prolapse. 

Normal labours (eight cases). (a) 2-para. Forceps-delivery 
in both, perineal laceration. (b) 9-para. All normal. (c) 5-para. 
Forceps-delivery with the first, perineal tear first with one stitch. 
(d) 3-para. All normal, a ring was worn during the last preg- 
nancy, being inserted at the fourth month. (e) 3-para. First 
delivery was one of twins. (f) 2-para. Forceps-delivery with 
the first, perineum lacerated. (g) 4-para. All normal. Colpo- 
perineorrhaphy performed in 1930 and a Gilliam’s suspension 
and trachelorrhaphy in 1932. (hk) 5-para. Mitral stenosis. First 
and second stillborn inductions, the third and fourth successful 
inductions. 
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2. Perineal lacerations (three cases). The weights of the 
infants varied from 7 pounds Io ounces to 7 pounds 15 ounces 
and the duration of labour from 2 hours 30 minutes to 18 hours 
35 minutes. (a) 3-para. Perineal tear, first degree, third 
labour. (6) 4-para. Perineal tear with all. Mother had 
pulmonary tuberculosis. (c) 2-para. Breech with extended legs 
and arms, episiotomy and perineal laceration first labour, first 
degree perineal tear with second. 

3. Toxaemia (one case). 2-para. Weight of infants 11 
pounds and g pounds 2 ounces. Labours 14 hours and 25 hours 
20 minutes. Ring has been worn. 

4. Breech-delivery (one case). 2-para. First delivery with the 
forceps, the infant weighing 8 pounds 4 ounces; the second infant 
weighed 6 pounds 4 ounces; both very long labours. 

5. Twins (one case). 2-para. First delivery by a breech, 
child was stillborn; second child weighed 5 pounds. Rapid 
labour. 


Patients with Bad Anatomical Results (35 cases). 

1. Without complications (19 cases). The weights of the 
infants varied from 4 pounds to g pounds and the duration of 
labour from 3 hours 55 minutes to 43 hours 40 minutes. Fair 
results in 12 cases, bad results in seven cases. Parity M.2 to 
M.8. Four patients were delivered by the forceps at their first 
confinement and two at their second and third. Two had had 
breech-deliveries, one having had a breech-delivery at the first 
confinement and a precipitate delivery at the second. Four had 
had perineal lacerations, three had had toxaemia—one having 
an induction of labour for this—and one had antepartum 
haemorrhage. 


2. Perineal lacerations (10 cases). Five had fair and five 
had bad results. Parity M.2 to M.4. The weights of the infants 
varied from 5 pounds 15 ounces to g pounds 8 ounces and the 
duration of labour from 4 hours 55 minutes to 35 hours. Four 
patients were delivered with the forceps, 13 had perineal lacera- 
tions, one had a cervical tear and had had a blood transfusion 
for post-partum haemorrhage, two had had breech-deliveries with 
extended legs, and one had had pulmonary tuberculosis in 
previous confinements. 

3. Toxaemia (four cases). Two had fair and two had bad 
results. The weights of the infants varied from 7 pounds to 10 
pounds and the duration of labour from 4 hours to 20 hours 
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Io minutes. Two patients were delivered with the forceps and 
all four had had toxaemia in previous pregnancies. rt 
_ 4. Forceps (one case). The weight of the infant was 7 pounds 
8 ounces, but the duration of labour was not known. Cervical 
tear and transfusion. Forceps-delivery with the first infant. 

5. Breech-delivery (one case). 2-para. The first child weighed 
8 pounds, perineal laceration. Second child stillborn, macerated, 
premature, a breech; it weighed 3 pounds 2 ounces. Duration 
of labour four hours. 

Of all these patients, two only had descent of the uterus, one 
markedly, the rest had varying degrees of prolapse - of the 
vaginal walls and injury to the perineum. 

None of these patients complained of symptoms, rh it is 
possible that they may develop symptoms if they have eptter 
pregnancies. 


Patients with Good Anatomical Results. 

Parity varied from two to 13 and the children were all of 
average size. 

There was an equally large number of complications and 
abnormal presentations in previous pregnancies as in the series 
of patients with bad anatomical and functional results. 

Primiparae. In this series there were 147 cases: Group I: 
80 cases. Group 2: 26 cases. Group 3: 27 cases. Group 4: 
14 cases. 

Of these, 77 had had normal labours, 13 were torn and not 
stitched, 34 had perineal lacerations, eight were delivered with 
the forceps, nine had had toxaemia and there were five bree ch; 
deliveries. 

Of the 14 patients who complained of prolapse, seven had had 
normal labours, two were torn and unstitched, two had perineal 
lacerations, two were delivered with the forceps and one had 
had toxaemia. 


Patients Complaining of Prolapse (14 cases). 

Without complications (seven cases). (a) The infant weighed 
6 pounds 3 ounces. Duration of labour 36 hours 30 minutes; 
second stage 1 hour 35 minutes. Complaint: stress incontinence 
of urine. Prolapse not seen, uterus retroverted, replaced. (b) 
The infant weighed 7 pounds 8 ounces. Duration of labour 6 
hours. Complaint: bearing-down pain. Prolapse not seen, 
uterus retroverted, replaced. (c) The infant weighed 8 pounds 
8 ounces. Duration of labour 2 hours. Complaint: frequency 
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and..backache. Lax introitus, small cystocele and rectocele. 
Uterus normal. (d) The infant weighed 8 pounds 4. ounces. 
Duration of labour 7 hours. Complaint: stress incontinence 
of urine.. Normal introitus, small cystocele, otherwise normal. 
(e) The infant weighed 5 pounds 8 ounces. Duration of labour 
g hours. Complaint: bearing-down pain. Normal on examina- 
tion. (f) The infant weighed 8 pounds 3 ounces. Duration of 
labour g hours. Second stage 3 hours 30 minutes. Complaint: 
bearing-down pain. Lax introitus, fairly large cystocele and 
rectocele. Uterus normal. (g) The infant weighed 7 pounds 
8 ounces. Duration of labour 11 hours 45 minutes. Complaint: 
bearing-down pain, stress incontinence of urine, backache. 
Normal introitus, prolapse not seen, uterus retroverted, replaced. 

Torn, not stitched (two cases). (a) The infant weighed 8 
pounds 12 ounces. Duration of labour 8 hours 15 minutes. 
Complaint: feeling of prolapse, backache. Introitus torn and 
healed, fairly good. Prolapse not seen, uterus normal. (b) The 
infant weighed 5 pounds 3 ounces. Duration of labour 7 hours 
45 minutes. Complaint: bearing-down feeling, slight difficulty 
in micturition, backache. Lax introitus, has had large posterior 
vaginal laceration, unstitched. Badly stretched, marked cysto- 
cele, smaller rectocele. Uterus normal. 

Perineal lacerations (two cases). (a) The infant weighed 6 
pounds. Duration of labour 22 hours 35 minutes. Complaint: 
bearing-down pain. Normal introitus, vaginal laceration 
almost healed. Very slight cystocele and rectocele on straining. 
Uterus retroverted, replaced. (b) The infant weighed 5 pounds 
4 ounces. Duration of labour not known. Complaint: feeling 
of prolapse. Normal on examination. 

Forceps-delivery (two cases). (a) The weight of the infant and 
duration of labour were not known. Complaint: prolapse and 
slight backache. Introitus stitched but lax. Large cystocele 
and very small rectocele. Uterus retroverted. Although the 
duration of labour was not known, the patient was certain that 
the second stage lasted for five hours. (b) The infant weighed 
7 pounds 8 ounces. Duration of labour 34 hours 35 minutes. 
Complaint: prolapse. Introitus very lax. -The skin was intact 
but the muscles had been torn posteriorly and not stitched. A 
small rectocele. Uterus normal. 

Toxaemia (one case). The infant weighed 6 pounds 8 ounces. 
Duration of labour 5 hours 10 minutes. Complaint: slight stress 
incontinence of urine. Introitus very lax. Small cystocele and 
rectocele. Slight descent of the uterus on straining. 
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Of these patients, eight required an operation for repair of 
the perineum and for vaginal prolapse. 


Patients with Bad Anatomical Results (27 cases). (Fair 18, 

bad 9). 

In this series it will be noticed that the six patients who had 
been torn, but whose lacerations had not been sutured, had bad 
anatomical results. 

In the group of perineal lacerations it is noticeable that many 
of these had been inadequately sutured with one or two stitches, 
which brought the skin edges together, but omitted the muscles. 

The length of the second stage of labour was in some cases 
excessive, being over two hours and sometimes over three. 

Of these patients, 22 would be improved by the operation of 
colpoperineorrhaphy. 


MULTIPARAE DELIVERED BY MIDWIVES. 


There are 140 cases: Group 1: 46 cases. Group 2: 18 cases. 
Group 3: 49 cases. Group 4: 27 cases. Of these, 97 had had 
normal labours, 14 were torn and not stitched, 18 had perineal 
lacerations, six had had breech-deliveries, two were delivered 
with the forceps, and there was one induction of labour. 

Of the 27 patients complaining of prolapse, 15 had had normal 
labours, in three the perineum was torn and not stitched, four 
had perineal lacerations which were sutured, one had had a 
breech-delivery, two were delivered with the forceps, and one 
had had an induction of labour. 


Patients Complaining of Prolapse. 


Without complications (15 cases). In two patients a prolapse 
was not detected on examination, one having a retroversion. 
All the other patients needed the operation of colpoperineor- 
rhaphy, one patient having almost complete procidentia. 

Torn, not stitched. Three patients needed operations for 
repair. 

Twins. One patient needed a repair operation. 

Forceps-delivery. Two patients needed a repair operation. 

Perineal lacerations. Four patients needed repair operations. 
One patient had been terribly torn, one labia minor being almost 
torn off and hanging by a small tag of skin. 

In many cases the prolapse dated from the first pregnancy. 
Parity varied from two to six. Ten patients had had forceps- 
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deliveries at previous pregnancies. Four had had abnormal 
presentations. 

The percentage of abnormal cases in the series will be seen 
to be low: forceps-delivery two per cent, breech-delivery six 
per cent, induction one per cent, twins two per cent. 


Multiparae Delivered by Midwives. 


Patients with bad anatomical results (49 cases). Two 
patients had descent of the uterus, the rest had varying degrees 
of prolapse of the vaginal walls and injury to the perineum. 
The majority had very lax introiti and some had been very 
‘badly torn. 

Twenty-seven of these patients would be improved by plastic 
operations, although not having any symptoms. Parity varied 
from two to II. 

There were comparatively few perineal lacerations, seven 
forceps-deliveries in these and previous pregnancies, seven 
breech-deliveries and one face presentation. Several patients 
had been torn and not stitched. 

Patients with good results (Group 1: 46 cases. Group 2: 
18 cases). The parity varied from two to six, the majority 
having had only two or three children. There were histories of 
six forceps-deliveries and six breech-deliveries. The number of 
perineal lacerations was moderate. In all cases the number of 
sutures inserted was inadequate. 


SECONDARY SUTURES. 


In this series we have 23 cases—20 primiparae and three 
multiparae—on whom a secondary suture of the perineum was 
performed at periods varying from the twelfth to the forty-first 
day of the puerperium. 

The majority of these patients had had abnormal deliveries. In 
all cases local sepsis caused breaking down of perineal sutures. 
The resuture was performed when the perineum was clean and 
granulating and the temperature had been normal for some days, 
and when there was an absence of offensive or purulent 
discharge from the uterus (in cases in which there had been - 
local uterine sepsis). All septic patients had received glycerin 
drainage of the uterus and glycerin to the infected vagina and 
perineum. 

Primiparae. Group 1: four cases. Group 2: five cases, 
Group 3: six cases. Group 4: five cases. 
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Multiparae. Group 1: two cases. Group 2: no case. 
Group 3: one case. Group 4: no case. 

Of the 20 primiparae, five had perineal lacerations, one had 
had an induction for toxaemia, three had had placenta praevia, 
one a manual rotation of the head with delivery by the forceps 
resulting in a perineal laceration followed by sepsis, four had had 
breech-deliveries, and six were delivered with the forceps. 

Of the three multiparae, all had perineal lacerations. 


Patients Complaining of Prolapse (Primiparae—five cases). 

Perineal tears (two cases). (a) Complaint: slight stress 
incontinence of urine and backache. Introitus normal, very good. 
Prolapse not seen. Uterus normal. Duration of second stage of 
labour r hour 15 minutes. The infant weighed 7 pounds 6 
ounces. (b) Complaint: slight stress incontinence of urine and 
backache. Introitus well healed, good bar of muscle between 
vagina and rectum. Prolapse not seen, fixed retroversion. 
Duration of second stage of labour 3 hours 5 minutes. The 
infant weighed 6 pounds 14 ounces. 

Forceps-delivery (one case). Complaint: slight stress inconti- 
nence of urine, feeling of prolapse and backache. Introitus normal 
and well healed. Large cystocele, no rectocele. Uterus normal. 
Duration of labour 83 hours. The infant weighed 8 pounds 
8 ounces and was stillborn. 

Placenta praevia (one case). Complaint: slight stress 
incontinence of urine and backache. Introitus not very good. 
Muscles deficient behind. Small cystocele, no rectocele. Mobile 
retroversion. Duration of labour 24 hours, version. Stillborn 
premature infant. Septicaemia. 

Breech-delivery (one case). Complaint: slight stress inconti- 
nence of urine. Introitus normal. Large episiotomy, scar well 
healed, very slight cystocele and rectocele. Uterus normal. 
Mitral stenosis. Duration of second stage of labour 1 hour 45 
minutes. The infant weighed 6 pounds and was delivered as a 
breech with extended legs and arms. 


Patients with Bad Anatomical Results (Primiparae). 

One patient was sent in from a general practitioner with a 
third degree perineal tear and a bad post-partum haemorrhage. 
The tear was sutured, but it broke down, and was resutured on 
the eighteenth day. The anatomical result is imperfect, but the 
patient does not suffer from incontinence of faeces and has good 
control. 
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One patient had a very long labour with a pack in the 
vagina for a placenta praevia and a manual removal of the 
placenta. The perineum broke down and was resutured on the 
forty-first day. The anatomical appearance is bad, but the 
patient has not any symptoms and is well. 


Patients with Bad Anatomical Results (Multiparae). 

One patient had previously had a long labour ending in the 
delivery of a stillborn infant. The second delivery was with the 
forceps after a manual rotation of a posterior presentation, and 
there. was a perineal laceration. The perineum is lax and there is 
is a marked cystocele and small rectocele and the uterus is normal. 
--In all cases the resuture was performed in three layers— 
mucous membrane, muscle and skin. The great difficulty in 
cases in which sepsis has occurred is scar tissue and the difficulty 
of approximation without tension. This can usually be obtained 
by (a) pareing of the edges and (b) careful undercutting. 


PRIMIPARAE WITH PROLAPSE. 
Patients seen in Gynaecological Clinics, and not as Post-natal 
cases (24 cases). 

Of these, 15 were general practitioners’ cases, two in group 3 
and 13 in group 4. Of the patients with prolapse, one had had 
abnormal labour, one had been torn and not stitched, seven had 
had forceps-delivery (one torn and not stitched), four had 
perineal lacerations which had been sutured. In the group with 
perineal lacerations, one patient had a complete procidentia 
and one a complete perineal tear. Of the two patients in 
group 3 with bad anatomical results, one had had a normal 
labour and one a forceps-delivery. 

There were six midwives’ cases seen, five in group 4 and one 
in group 3, the latter patient having had a normal labour. In 
this group four patients had had normal labours, two had 
perineal lacerations and one was torn and not stitched. 

One patient delivered by a medical student is included in 
group 2 and had a perineal laceration. 

There was one single patient complaining of difficulty in 
micturition, frequency and stress incontinence of urine. Abnor- 
mality of the urinary tract was not found and prolapse was not 
seen. This patient was of a neurotic type. 

One other single patient was seen complaining of stress 
incontinence of urine and prolapse. She was aged 56, had a 
very lax introitus, a large cystocele and rectocele and a retro- 
version. The nulliparity of the patient was doubtful. 
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MULTIPARAE WITH PROLAPSE. 
Patients seen at Gynaecological Out-patient Clinics, and not as 
Post-natal cases (92 cases). 


Thirty-eight of these were general practitioners’ cases, all in 
group 4 (18 uncomplicated labours, 13 delivered with the 
forceps, three perineal lacerations, one breech-delivery, and four 
patients torn and not stitched). 

Forty-nine patients were delivered by midwives; 48 are 
included in group 4 and one, a forceps-delivery, in group 2. Of 
the 48, 46 patients had had uncomplicated labours, one was 
delivered with the forceps, and one was torn and not stitched. 

Five patients were delivered without complications by medical 
students, and all are included in group 4. 

One patient, aged 69, was married but had not had any 
children. She complained of prolapse, difficulty in micturition 
and stress incontinence of urine for 15 years. She was a chronic 
bronchitic. She had a lax introitus and a complete procidentia. 
She was fitted with a Napier pessary and is comfortable. 


Doctors’ Cases. 


In the out-patient department 23 patients who had had one 
child attended complaining of varying degrees of prolapse. 


These were not seen directly after their confinements but at 
varying periods afterwards. Their ages varied from 23 to 74. 
Of these, 15 had been delivered by private doctors, six by 
midwives, and one by a student. 

Two patients were delivered without complications: one did 
not complain of prolapse but had a small cystocele and a large 
rectocele; the other complained of prolapse and stress inconti- 
nence of urine and had a lax introitus and a large cystocele. 
One patient had been torn and not stitched, had a very lax and 
badly torn introitus, a large cystocele and rectocele, and slight 
descent of the uterus; she complained of prolapse, frequency of 
micturition, stress incontinence of urine, and backache, all of 
which symptoms she had suffered from for 38 years. Seven 
patients had been delivered with the forceps, and all of these 
had severe degrees of prolapse necessitating colpoperineor- 
rhaphies. Three had had perineal lacerations and these also all 
needed operative treatment for prolapse. One of these also had 
a complete procidentia which was ulcerated. One patient had 
had a breech-delivery and had sustained a third degree perineal 
laceration which she had endured for about 10 years. One 
patient delivered with the forceps did not complain of any 
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symptoms, but had a lax introitus and a small cystocele and 
rectocele. 

The few patients delivered by midwives present a similar 
picture, four out six patients needed the operation of colpo- 
perineorrhaphy and one a Gilliam’s suspension. The one 
student’s case needs a Gilliam’s suspension. 

It is a matter for grave concern that 18 out of 22 primiparae, 
12 of whom were under 35 years of age, should be so badly 
damaged in first confinements. These, after all, can only be a 
small fraction of the patients attending the hospitals all over the 
country for similar conditions. 

We now turn to multiparae, whom we have seen in the out- 
patient department, complaining of prolapse, and here we have 
an even more depressing picture. Ninety-four patients have 
been seen, their ages varying from 29 to 78. Twenty were under 
40 years of age, 27 between 40 and 50, and the rest over 50 
years of age. There were 38 patients delivered by doctors, six 
by students, and 50 by midwives. Of the 94 patients, one only 
did not complain of prolapse or stress incontinence of urine, and 
she had a retroversion necessitating a Gilliam’s suspension. Six 
of these 93 had a mild degree of prolapse and might be improved 
by treatment in the electrical department, but the remaining 87 
all needed operation, or some form of ring or pessary, to cure or 
alleviate their condition. Many, of course, were delivered years 
ago, when midwifery practice was not so good as it is now, but 
even taking this into consideration, there is a very high per- 
centage of disability. The number of forceps-deliveries is 
high, 34 out of 94, many of these at the first confinement. It 
is a little difficult to estimate the extent of the damage at the 
first confinement, but we feel sure that it is of the utmost 
importance to avoid this damage, and, if it is present, to repair 
it as soon as possible, as otherwise the progress of that patient 
in ensuing confinements goes from bad to worse, until she 
sooner or later finds herself, if she is lucky, in a gynaecological 
bed in hospital, which she occupies for some three weeks and 
which should never have been necessary had she been properly 
looked after; or if she is not so fortunate, she is compelled to wear 
a ring for the rest of her life and to spend much valuable time 
which might have been put to better use, in having this changed 
every three months. Incidentally, very many of these patients 
who wear ring pessaries are improperly treated. The changing 
of the ring is left to a student or nurse, the cervix is never 
inspected and the patients are often allowed to continue with 
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eroded and unhealthy cervices and discharges which are made 
much worse by the presence of a ring. 

- It is our:® practice to. inspect every cervix with, a speculum 
each time a-ring pessary is changed and to remove the ring and 
institute treatment if the cervix is not healthy. 


SUMMARY OF ALL CASES. 
Series of Post-natal Cases. 


Private cases, 30. Primiparae delivered by doctors, 14. 
Multiparae delivered by doctors, nine. Primiparae with 
secondary suture of perineum, 20. Multiparae with secondary 
suture of perineum, three. Multiparae delivered by students, 86. 
Multiparae delivered by midwives, 142. Primiparae delivered 
by midwives, 147. Primiparae delivered by students, Lia oi 
Total number of cases, 586. 


Total Number of Post-natal Cases, 586. 


Patients suffering from 


Total bad Total prolapse 
anatomical results with symptoms 


Primiparae delivered by 14 
Primiparae delivered by students | 
Multiparae delivered by midwives sare 29 
Multiparae delivered by students eth 35 14 
Primiparae delivered by _ general practi- 

tioners 4 6 
Multiparae delivered by general practi 

tioners ae 4 3 
Secondary sutures, primiparae 6 5 
Secondary sutures, multiparae I o 
Multiparae delivered by obstetric experts oO I 


TOTAL 


OF WHICH THERE WERE: 


Deliveries by midwives... ... «. 76 41 
Deliveries by students 22 
Deliveries by general practitioners ire : 8 9 
Deliveries by obstetric sage (secondary 


Delivered by obstettic expert 


of bad anatomical results 
Percentage of prolapse with symptoms... .... 13.15 
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Total Number of Post-natal Cases. 


Of the 77 patients complaining ot prolapse, 12 were found on 
examination not to have any prolapse of the uterus or vaginal 
walls; therefore the corrected number of patients suffering from 
prolapse is 65 and the percentage of prolapse in the series is 
II.09. 


Total primiparae with bad anatomical results... ... 61 
Total multiparae with bad anatomical results... ... 89 
Total primiparae with prolapse with symptoms... ... 33 
Total multiparae with prolapse with symptoms... 45 


Primiparae and Multiparae seen in the Gynaecological Out- 
patient Department. 

Primiparae. Patients complaining of prolapse numbered 19. 
All needed repair operations. 

Multiparae (92 cases). Two patients needed Gilliam’s suspen- 
sion and did not have any prolapse. Seven patients were very 
mild cases of prolapse and were advised electrical treatment. 
Forty-one patients were fitted with watch-spring and Napier 
pessaries owing to (a) age; (b) associated conditions, such as 
chronic bronchitis or cardiac lesion; (c) refusal of operation. 
Forty-two patients needed a repair operation. 


OBSERVATIONS AND (COMMENTS UPON THE CAUSES’ BOTH 
ESSENTIAL AND ADJUVANT OF PROLAPSE. 


We shall now try to answer the questions set earlier in the 
paper and to comment upon them. 


1. With modern methods of midwifery practice, is there still 
a large amount of disability due to prolapse following 
childbirth? 


It is clear, on perusal of the final statistics, that there is still 
avery. large percentage of injury following childbirth—r1.09 
per cent of patients suffering from prolapse causing symptoms 
in our series and 25 per cent with bad anatomical results is a 
very serious state of affairs. 


2. If so,.ts part or all of the disability preventable, and how? 


It is still certain that a very large proportion of this 
disability and injury is due to “‘bad obstetrics’’ and is prevent- 
able. The methods of prevention are largely linked up with the 
causes, and they will be discussed in detail in the next section. 
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3. What arc the chef causes of the essential and adjuvant lesions 
in prolapse? 
These causes will be divided into: (i) General causes. 
(ii) Those occurring during labour. (iii) Those occurring after 
labour. (iv) Causes of prolapse during the puerperium. 


I. GENERAL CAUSES. 


(a) The nutrition of the patient. Somewhat scant attention 
has been paid in the past to the question of nutrition of the 
patient and an adequate diet. Inadequate food and ill-balanced 
diets, we are convinced, play a large part in the loss of 
muscle-tone. 

There is not any doubt that in these days of unemployment 
a considerable amount of real starvation is occurring in many 
homes. The staple foods are cheap cereals, and the essential 
vitamins are almost absent from the diet. 

We feel that insufficient stress has been laid on diet as 
a factor in the causation of the so-called spontaneous cases of 
prolapse, and that it is advisable, from many points of view, 
to instruct patients in the necessity and importance of including 
in the diet certain essential articles of food. Professor Mellanby’s' 
article should be an example and guide to all those undertaking 
midwifery. 

(b) Lack of tone in muscles resulting from: (i) lack of proper 
exercise; (ii) lack of care of the figure. This is well seen in the old 
multipara of the working-class, who has neither time nor energy 
for physical exercise, apart from work in the home, and whose 
figure is deplorable. The majority of multiparae examined had 
flabby muscles and widely separated recti-abdominis muscles. 

(c) Overwork and weight-carrying, This is an important 
adjuvant cause. The majority of working-class women have 
to undertake heavy manual work and have insufficient time for 
rest. Prolapse occasionally supervenes in the middle-class 
patient who has to do her own housework and carry a heavy 
baby. 

(a) Chronic bronchitis. Chronic bronchitis intensifies the 
symptoms in a prolapse, and a number of the old patients 
attending the out-patient department suffered from chronic 
bronchitis, and were unsuitable for operation. These were, 
therefore, fitted with a pessary. 

(e) Chronic constipation. This is another important and 
common adjuvant cause. 
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(f) Post-menopausal cases of prolapse. A number of the 
patients examined complained of prolapse occurring for the first 
time after the menopause. This is probably due to the 
accompanying atrophic changes. Many of these patients had 
had bad anatomical conditions present before the menopause, 
but had not complained of any symptoms until afterwards., It 
is important to maintain good health and good muscle-tone in 
the older woman by judicious diet and exercise. 


II. CausES OCCURRING DURING LABOUR. 
1. During the First Stage of Labour. 


(a) Straining and bearing-down efforts before the cervix is 
fully dilated are undoubtedly potent causes of lesions in the 
paracervical tissue. The old multipara, and less frequently the 
primigravida, will frequently attempt to bear down before the 
second stage of labour has begun. The advent and more wide- 
spread use oi sedatives during labour has helped in this matter. 
Both multiparae and and primigravidae are frequently urged 
to bear down during the first stage of labour, especially by 
inexperienced midwives. It is almost unbelievable what diffi- 
culty is experienced by nurses and general practitioners in 
recognizing the signs of the first and second stages of labour. 
Longer and better training for both nurses and medical studenis, 
and post-graduate study, is the only cure for this very distressing 
ignorance. 

(b) The full bladder during labour. Overfilling of the 
bladder and attempts at delivery with the forceps or a breech 
without emptying the bladder are causes of overstretching of the 
weakest part of the paracervical tissue and, therefore, of 
prolapse. 

It is again almost unbelievable, except to those who have 
seén and experienced it, the way in which patients are left 
without attention to such needs during labour through ignorance 
or carelessness. 

(c) Attempts at forceps-dehvery before full dilatation of the 
cervix. This is again, unfortunately, a. common occurrence, 
as every obstetrician who has had to deal with emergency cases, 
knows. The decision to apply the forceps is due, usually, to an 
inability to recognize the signs of the second stage of labour, 
and also in some cases to impatience. The patient may suffer 
irreparable damage to the cervix by the application of the 
forceps outside it, and even worse complications may arise; or 
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injury may be done to the paracervical tissue by the application 
of.the forceps.and delivery. through an insufficiently dilated os. 


a. oe the Second Stage of Labour. 

Overstretching of the vagina and the supports of the bladder 
and tearing of the posterior vaginal wall may occur during the 
second stage of labour, and can be due to various causes : 

(a) The size of the head. It is unfortunate that the size of the 
foetal head may be too great for delivery without damage to the 
mother. First children are frequently smaller than succeeding 
ones, and this is fortunate. We think that even when delivered 
under ideal conditions there is grave danger of overstretching 
and damage with any child over 8 pounds in weight. 

(b) Violent bearing-down efforts in the second stage of labour 
until the patient is exhausted and the use of a pulley are strongly 
to be condemned. The pulley is still used occasionally by 
patients on the advice of midwives. The use of gas and oxygen 
as an anaesthetic during the second stage of labour is ideal. The 
uterine contractions are not lessened, yet violent bearing-down 
efforts are avoided. 

(c) Length of the second stage of labour. Among those 
patients suffering from bad anatomical results are some who 
have had long labours, and especially some who have remained 
for long periods in the second stage of labour. The presence of 
the head in the vagina for some hours, and, as is still often seen, 
- the head advancing and receding on the perineum over a long 
period, may cause irreparable damage by bruising, stretching 
and devitalizing tissues, and is entirely to be deplored. 

This method of allowing the head to escape is still, unfortun- 
ately, found frequently in the practice of midwives. They will 
allow patients, if they see any chance of natural delivery, to 
remain in the second stage of labour far too long, to obviate the 
necessity of sending for a doctor; or, if a doctor is sent for, the 
time elapsing before arrival is often considerable. 

The arrangement—which surely could be made easily in large 
cities—of a panel of doctors with adequate experience in 
midwifery on duty for patients if the midwives needed their 
assistance, and who could be available im rota on the telephone 
for emergency work, would obviate such occurrences. 

The practice in this country of delivering patients in the left 
lateral position is productive of a slower second stage of labour, 
and of more stretching of the vaginal walls and perineum. To 
any one who has watched a number of labours, it is striking to 
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see the difference in rapidity of advance when the patient is on 
the back—grasping the legs with her hands or with the legs 
supported by assistance. The actual control of the perineum, 
from the point of view of the accoucheur, is not so easy in this 
position, but it obviates, in many cases, the alternate appear- 
ance and disappearance of the head which is often seen to oceur 
when the patient is lying on her side, and it is soon seen whether 
advance is taking place or not. 

_ (d) Extreme rapidity of the second pied of labour. A few 
patients suffering from bad anatomical results have had precipi- 
tate labours. Overstretching and laceration can equally well 
take place with exceedingly rapid labours, and violent uterine 
contractions, as in those which are unduly prolonged. The use 
of sedatives and anaesthesia in this type of case is valuable. 


III. LACERATIONS. 

_ (a) Cervical. Very large cervical lacerations, which extend 
into the broad ligament and damage the paracervical tissue. 
Fortunately these are rare. Smaller lacerations of the cervix are 
very common, but probably are not of very great importance in 
the production of prolapse. Many authorities recommend the 
immediate suture of all cervical lacerations, but this does not 
seem to be either wise or necessary in all cases. 

(b) Perineal lacerations. Perineal lacerations are not, in 
themselves, a cause of prolapse, but render it worse if present, 
as the sphincter action of the vagina is lost. 

The practice of teaching that a laceration of the perineum is 
to be avoided at all costs is in many ways a bad one. The 
added risk of sepsis with a laceration is a real one, and there is 
also a risk that the laceration, in some hands, may not be well 
sutured; but in the majority of cases, with a large infant, it is 
infinitely better to allow a tear than that the vulval outlet should 
be overstretched, provided that the laceration is adequately 
sutured. 

It is to be noted that students usually deliver their patients 
less well than do midwives: whether less well than pupil- 
midwives we are not in a position to say, as most of the patients 
seen were delivered by trained midwives. The incidence among 
students of perineal lacerations is greater than that in patients 
delivered by trained midwives, but it is also noticeable that 
midwives overlook lacerations which need repair. Students 
frequently deliver the head quite well and then produce a 
laceration by failing to deliver the shoulders in the antero- 
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posterior diameter of the outlet. Gross lacerations of the 
perineum are rarely left unsutured, but in the series we have a 
few patients in whom this has occurred, one being a complete 
perineal laceration. 

Among the patients examined there are 23 who had lacera- 
tions which had not been sutured. Twenty-one of these patients 
were delivered by midwives and two by general practitioners. 

Torn and not stitched. There were not any cases of multi- 
parae delivered by students. Primiparae delivered by mid- 
wives—I3 cases: Group I: two cases. Group 2: three cases. 
Group 3: six cases. Group 4: two cases. Multiparae delivered 
by midwives—14 cases: Group I.: no case. Group 2: four 
cases. Group 3: seven cases. Group 4: three cases. Delivered 
by general practitioners—two cases: Group I: two cases. 
Primparae delivered by students—no case. Total 23 cases. 

Midwives apparently leave lacerations unsutured for one of 
the following reasons: (a) because the vagina is not inspected 
after labour, the skin being intact; (b) because the presence of 
a laceration involves sending for a doctor for suture. 

Posterior vaginal lacerations, often deep and extending high 
up into the vagina, are often not sutured; these may be missed 
in a casual inspection, as they are often hidden in the folds of 
the vaginal mucous membrane. It is, however, very important 
that they should be sutured, as they are a source of rectocele. 

(c) Suture of the perineum. The manner of suture of the 
perineum is of importance. The average practitioner sews up 
a torn perineum by one or more through-and-through silkworm- 
gut sutures, whereas the perineum should be repaired in three 
layers--mucous membrane of the vagina, muscles, and skin, 
taking great care to obtain accurate apposition of edges and to 
restore the normal anatomical contours. 

In our series of cases, it is noticeable that the patients 
delivered by the students had more lacerations of the perineum 
than those delivered by midwives, but that those patients 
delivered by the former had better anatomical results than those 
delivered by the latter. The perineums of the patients delivered 
by students were, in the majority of cases, sutured by well- 
trained and experienced resident medical officers; those lacera- 
tions resulting from delivery by midwives were sutured by 
general practitioners. 

(d) Episiotomy. The performance of an episiotomy is useful 
in two types of cases: (1) In some cases, as an alternative to a 
low-forceps-extraction, ‘‘lifting the head over the perineum’’, 
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when delay in the second stage of labour is occasioned by a 
rigid perineum. (2) To save a ragged laceration of the perineum, 
or a central tear of the perineum, in cases in which this is 
inevitable before the head is crowned. 

The central episiotomy is to be favoured in skilled hands. 
In unskilled hands, we have seen it become a third degree 
perineal laceration—a most unfortunate occurrence. 

. The classical lateral episiotomy is said to have the dis- 
advantage of mal-union and occasionally of non-union. This 
may often be avoided by ensuring good approximation by 
inserting sutures as guides before performing the episiotomy. 
Non-union is frequently due, we think, to the practice of making 
the episiotomy at a very acute angle to the lower margin of the 
perineum. The lower flap, when sutured, has a poor blood- 
supply and may not join. Union invariably occurs if the lateral 
cut is made at an angle of 45 degrees to 50 degrees to the margin 
of the perineum. 

(e) Anaesthesia and lacerations. Good anaesthesia plays a 
great part in the avoidance of lacerations and in obtaining com- 
plete relaxation of muscles when this is needed. 

(f) The use of the forceps. We have left the discussion of 
this important matter to the last part of our observations on the 
causes of prolapse during labour. We feel that it is of great 
importance that students should be well instructed on this 
subject, in order that this instrument, which may be so 
dangerous, may be used efficiently, and that it may become a 
weapon for the prevention of damage to the mother, and not one 
which produces damage. 

As has been said, injudicious attempts at delivery with the 
forceps before full dilatation of the cervix and the high-forceps 
operation cannot be too strongly condemned. Adequate experi- 
ence in order to avoid errors can only be obtained by proper 
training and post-graduate courses. 

Irreparable damage may also be done by (a) the unskilled 
application of the forceps causing severe lacerations to the 
vagina and perineum, and (b) by dragging the head roughly 
through the passages. 

The small, short forceps with a pelvic curve (Wrigley’s 
modification of Chamberlen’s forceps) should be the only ones 
in the hands of the general practitioner. Any cases requiring 
other varieties of forceps should call for the assistance of a 
skilled obstetrician, when the result would be many fewer 
damaged women. 
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In skilled hands, we tentatively put forward that an increased 
use of the low-forceps-operation, fairly early during the second 
stage of labour, may possibly decrease the amount of maternal 
disability from prolapse; as undue stretching may be avoided 
andthe length of time during which the head remains in the 
vagina will be shortened. In skilled hands also, the control of 
the perineum, with the forceps applied to the head, is often 
much more simple than when delivering without this instrument. 
_ The whole of this last paragraph postulates that midwifery 
should be in hands far more skilled than is at present the case. 
IV. 

There are several important adjuvant causes of prolapse 
which occur owing to improper conduct of the puerperium. 

1. Rest. The present system in vogue at most hospitals, of 
sending patients home on the tenth to the fourteenth day after 
delivery, if they are normal cases, is almost certainly wrong. 

We must remember that the majority of patients of the 
working and lower middle classes return home to heavy work 
at once, with the addition of a new baby to care for. 

With the increasing number of available beds for maternity 
cases, it would almost certainly be worth while, from the point 
of view of health of the patients, to keep them in hospital for a 
longer period. These statements do not apply to better class 
patients, who can be sent home to rest in bed with safety. 

(b) Patients confined at home. It is well known that multi- 
parae confined at home very often are to be found up and about 
a few days after their confinment, doing housework, washing, 
and looking after the children. Strict inquiries should be made 
as to the circumstances .of patients who are to be confined at 
home, and of the facilities for help in the house. Primigravidae 
are usually better situated and are more often able to obtain the 
help of some relative while they are confined. 

(c) Massage and exercises. Improvement in muscle-tone and 
the more rapid restoration to perfect health are undoubtedly to 
be obtained by the use of massage and simple exercises during 
the puerperium. These are only carried out in hospitals on a 
minority of patients, but should be made a routine in all 
maternity hospitals and taught to midwives and students. 

_ (d) Support of the figure. Many of the symptoms attributed 
to prolapse are frequently due to the assumption of bad posture 
by the puerperal woman. The posture of the average puerperal 
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woman of the working-class is usually bad. This again may. be 
corrected by suitable shoes, corset or belt, and. by. simple 
exercises. 
-. (e) Heavy manual work and weight-carrying. This should, 
if: possible, be minimized during the earlier weeks of the 
puerperium. To avoid this is often a difficult matter for 
working-class persons, but the need for extra rest, which is 
frequently not mentioned to the patient, should be stressed. 

. (f) Post-natal examination. Many people consider that a 
post-natal examination is unnecessary, but we feel that the 
importance of adequate supervision during the six weeks or so 
of the confinement cannot be over-estimated. Complete restora- 
tion of normal function does not automatically take place a 
fortnight after the: patient is delivered, and much ill-health may 
be prevented by the supervision (which should not necessarily 
be confined to a single visit some six weeks after the patient has 
been discharged from hospital). .afforded by the post-natal clinic. 


How AND WHERE SHOULD A PATIENT BE DELIVERED IN ORDER TO 
PREVENT THE OCCURRENCE OF PROLAPSE ? 


From the results of our cases, undoubtedly the best results 
are obtained in the hands of the expert obstetrician. This is 
natural, and it is to be hoped that increasing numbers of 
patients will put themselves under the care of such attendants, 
either in private or in hospital. 

Skill, time, patience and accessibility at all times, day and 
night, are to be expected of the obstetrician. He, or she, must 
also have the close co-operation of a willing and interested staff. 
Carelessness and lack of interest on the part of any one member 
of the staff may play a part in the production of bad results for 
the patient. 

_ The results to patients delivered by general practitioners in 
our observations show a deplorably high percentage of disability. 
The average general practitioner has not the necessary time to 
spend over a maternity case, and many, unfortunately, are 
insufficiently skilled. The majority are unable to obtain the 
services of an anaesthetist—thus the results to the patients are, 
in some cases, far from good. The numbers in this series are 
small, and cannot, therefore, be said to be entirely representa- 
tive, but there is not any doubt that they do represent truthfully 
what is occurring in some cases—let us hope only in small 
numbers—all over the country. We must not allow this to 
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continue, and it must be our aim and object to increase, in all 
ways possible, the efficiency of the maternity service, which is 
at present very unsatisfactory. 

The modern well-trained midwife, preferably also a general- 
trained nurse, is, as a rule, keen on her work, efficient, and 
delivers well, and is frequently absorbed, when qualified, into 
a teaching institution or a Borough maternity home. The 
domiciliary midwife, especially in large cities, working often in 
competition with others, is frequently a menace to good mid- 
wifery. Many are excellent at their work, but many are of the 
“Old Gamp’’ type. The midwife working on her own has often 
neither the time nor the money to increase her knowledge, and 
to improve her technique by post-graduate study, and the result 
is that her patients suffer. Her day is rapidly passing. The 
introduction of a Borough midwife who will attend patients who 
wish to be confined at home, and who will work in conjunction 
with the antenatal clinic and the Borough maternity home or 
hospital, will do much to improve midwifery. Such a midwife 
is assured of a settled income, and has opportunities of increasing 
her knowledge and experience. 

Patients admitted to teaching hospitals are, on the whole, 
well delivered, especially if the students who deliver them are 
under the supervision, not of a junior resident, but of a senior 
and experienced resident obstetrician or sister midwife. 

The importance of a proper conduct of a first confinement, 
in the prevention of prolapse, cannot be over-estimated. 
Damage at the first confinement is frequently the beginning of 
a series of further injuries and the patient goes from bad to 
worse, ending, sooner or later, on the operating table. We 
should strongly advise all primigravidae to be delivered, if 
possible, in hospitals, where they will be under skilled super- 
vision. There is a considerable prejudice among many patients 
against going into hospital, and this prejudice must be overcome 
by education and experience. The general public is still grossly 
ignorant, and in many ways in need of education, in such 
matters. 


GENERAL CONCLUSIONS. 


1. There are a very large number of patients suffering from 
prolapse following childbirth occurring in this country. 


2. The majority of these cases are due to bad midwifery. 
3. In many cases the symptoms date from the first confine- 
ment. 
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4. Many cases could be prevented by improved methods of 
midwifery. 


5. Increased facilities for hospital confinement of primi- 
gravidae are advisable. 


6. There is a lack of adequate post-natal supervision in a 
large number of cases. 


7. Longer and better training for students and pupil-midwives 
and facilities for post-graduate study for practitioners and mid- 
wives is desirable. 


8. Improvement in co-ordination of the midwifery service 
between midwife and practitioner and practitioner and obstetric 
expert is imperative. 

_ g. Insufficient attention is paid to the general condition of 
the patient, and especially on the question of nutrition. 


10. In spite of delivery under the best conditions, there will 
always remain a small number of patients who develop prolapse 
following confinement. The prevention of mild and moderate 
degrees of cystocele and rectocele appears to be a very difficult 
problem. Even if the patient is delivered under ideal conditions 
the former is very apt to occur with a large child, and it is 
frequently impossible to prevent vaginal lacerations, which occur 
spontaneously, in many cases. Efficient suturing of such 
lacerations should, however, ensure the avoidance of rectocele. © 

1z. One unmarried patient only and one married nulliparous 
patient were seen suffering from prolapse. Prolapse in the 
unmarried is comparatively uncommon and is usually associated 
with general debility, malnutrition and very strenuous occupa- 
tions. 


This research was carried out during the tenure of a special | 
A. M. Bird Research Scholarship from the London (Royal Free 
Hospital) School of Medicine for Women. I am deeply indebted 
to Miss G. Dearnley, M.D., F.C.O.G., in whose department this 
work was carried out, and who helped me with advice and 
suggestions; also to Dame Louise McIlroy, D.B.E., who allowed 
me to examine many cases in the obstetrical unit at the Royal 
Free Hospital. 
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By haemorrhage due to atony during, or immediately following, 
the third stage of labour we understand haemorrhage more severe 
than the physiological one and not traumatic in origin. This 
definition seems indefinite, for it is difficult or even impossible to 
express the quantity of the physiological loss of blood in cubic 
centimetres. A loss of blood of 500 to 600 cubic centimetres may 
cause trouble in certain cases; on the other hand, we know that 
many women can easily bear a loss of blood much more serious 
than this (one to two litres). It has been observed that the amount 
of blood lost in consequence of post-partum haemorrhage may 
exceed 3,500 cubic centimetres without causing death; on the 
other hand death has resulted from a loss of blood not exceeding 
one litre. One of the most important factors in the resistance 
of a patient to the loss of blood is her condition, which is greatly 
influenced by her constitutional characteristics and by toxaemias 
of pregnancy. Real or true atony is very rare, but the cases of 
haemorrhage due to hypotony, that is to say, to haemorrhage 
following the loss of tonicity of the uterine musculature are rather 
numerous. During, and often after, the expulsion of the placenta 
the uterus contracts at regular intervals; the contractions are 
associated with retraction, and it was observed that only in a few 
cases after the extrusion of the placenta did the uterus become 
stone-hard. In the majority of cases, however, these periodical 
contractions and retractions continue for hours without causing 
any atony. 

The causes of haemorrhage due to atony and hypotony are 
various, such as abnormal] placental attachment (as in the case 
of placenta praevia or placenta circumvallata); abnormal shape 
and abnormal development of the uterus (as in the case of uterus 
bicornis, septus, subseptus); persistence of uterine exhaustion 
into the third stage of labour; the excessive distension of the 
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uterus caused by multiple pregnancy, hydramnios; the loss of 
irritability of the uterine musculature due to too rapid: delivery 
of the child by the forceps, precipitate labour, and the deficiency 
of the uterine’ musculature. Myomata, which prevent the 
muscular layer from contracting; the presence of excessive con- 
nective tissue at the expense of musculature; hyalin and fibroid 
degeneration of the blood-vessels may also be responsible. Con- 
siderable importance should be ascribed to any disturbance in 
the internal secretion of the ovaries and even to infection. A 
disposition to bleed on the part of the patient and, no doubt, 
certain constitutional and racial characteristics cannot be over- 
looked. It is known that women suffering from Basedow’s 
disease bleed easily and excessively. Women of asthenic- 
hypoplastic constitution often collapse after the loss-of a small 
amount of blood. The disposition to atony of thin-skinned or 
red-haired women was even known to doctors in ancient times. 


In 651 cases I have found the following factors most 
important in predisposing patients to atony: 


per cent 
Primary and secondary uterine inertia, prolonged babour:.. 
Fever in labour ..._. 
Rapid delivery with the forceps, extraction, precipitate labour: -» 14.0 
Atony in previous labour... ... 
Defective placenta or membranes ete. 


_ In my material I have not observed any special predisposition 
of multiparous women to suffer from atony of the uterus, the 
relation of primigravidae to multiparae being 308 to 343. 


In the aetiology of atony it is the improper management of 
the third stage of labour which plays the most important part. 
The frequency of atony is undoubtedly connected with the 
method of dealing with the third stage of labour. Unnecessary 
massage and kneading of the uterus cause contractions which 
disturb the physiological process. All unnecessary interference 
should be avoided before and during the third stage of labour. 
-Only in those cases in which some abnormal progress of the third 
stage of labour is expected, is it permissible, or even advisable, to 
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adopt the Dublin method, by means of which we can recognize 
atony at the very outset. 


During or after the third stage of labour, atony of a moderate 
or mild degree—that is to say, hypotony—is just as frequent as 
true atony, which rarely causes death. In the: statistics of 
Stoeckel, comprising one million births, the mortality due to 
haemorrhage did not exceed 0.28 per thousand. In our material, 
comprising 27,540 births, the mortality was only 0.14 per 
thousand. 


__ For various reasons it is difficult to gather exact data. First, 
one cannot always distinguish with certainty atony from haemor- 
rhage due to injury, for bleedings due to both conditions can 
occur at the same time. On the other hand the estimation of the 
degree of bleeding mostly depends on the experience and. judg- 
ment of the obstetrician conducting the labour, consequently in 
the estimation of atony there might be great differences of 
opinion. Finally, I should like to point out that even at a post- 
mortem examination it is difficult to tell whether death was due 
to haemorrhage or infection. In clinics and hospitals, however, 
death due to true atony is very rare. 


In normal circumstances haemorrhage is controlled by the 
contraction of the uterine musculature. It is for this reason that 
the most accurate method of treating haemorrhage due to atony 
is offered by the musculature of the uterus. It is most probable 
that the physiological contractions of the uterus are caused by 
hormones to a certain extent. Hypophysis extract, intravenously 
administered in order to shorten an abnormal third stage of 
labour and in order to control atony, gave good results. We 
never administer extract of ergot in the third stage of labour, for 
it may give rise to an hour-glass contraction of the uterus, though 
Stoeckel in administering secacornin as a routine never observed 
incarceration of the placenta. In cases of abnormal haemorrhage 
after the extrusion of the placenta we employ hypophysis extracts 
intravenously and simultaneously extract of ergot hypodermi- 
cally. As the rapidly-acting hypophysis hormone makes the 
uterus contract, the effect is prolonged by the extract of ergot, 
which is slowly absorbed. It is important, moreover, that these ~ 
drugs should be administered as soon as possible, that is to say, 
on the first sign of the haemorrhage becoming abnormal, for 
the longer the delay the less the reaction of the uterus. Some 
physicians give these drugs directly into the musculature of the 
uterus. We think, however, that this procedure is dangerous 
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and may involve necrosis, or even death, due to infection. We 
have information to this effect. For purposes of prevention this 
treatment is not justified in any circumstances. 

The most important characteristics of atony are the following: 
excessive bleeding, rapidly increasing pallor, and the lax and 
entirely atonic state of the uterus. In such cases the obstetrician 
very often passes anxious hours, for the efficiency of the treatment 
of haemorrhage during and after the third stage of labour depends 
mostly on his quick and determined action and also on the state 
of his nerves. 

In the case of excessive haemorrhage there is no time to lose. 
One must not try experimental methods nor revert to measures 
which have failed in the past, nor try new methods insufficiently 
tested. If one wants to have a good result one must follow the 
approved sequence of treatment. On the other hand, in case of 
danger one must not follow this sequence but choose the method 
in the list which one considers likely to be the most effective at 
the moment. 

In case of atony during the third stage of labour in our clinic 
we first empty the bladder, then we intravenously administer 
pituitary-extracts, such as glanduitrin, hypophysin, or pituitrin, 
and cautiously try to make the uterus contract. If the uterus 
hardens and the bleeding stops, we wait. But if in a short time 
the uterus repeatedly relaxes and the bleeding becomes dangerous 
we try to make the uterus contract by kneading, and we adopt 
Credé’s method, repeatedly if necessary; only if this also fails 
do we remove the placenta manually, prior to this having tried. 
under an anaesthetic to express it by Credé’s method. 

In our clinic the manual removal of placenta was carried out 
in 0.23 per cent of cases for haemorrhage due to atony. Although 
this is one of the most dangerous obstetrical manipulations, it 
must, on occasions be resorted to. The frequency of this manipu- 
lation in our clinic’s, material amounts to 0.48 per cent, the 
morbidity-rate after its performance to 22 per cent, and the 
mortality-rate to 1.6 per cent. 

After the manual removal of the placenta we douche the 
uterine cavity with hot or cold sterilized water, firstly to encourage 
it to contract, and secondly to remove, mechanically, most of the 

infectious germs which have been introduced. — 
’ In case of haemorrhage after the extrusion of the placenta, we 
have in the first place to think of retained cotyledon or succen- 
turiate placenta. For this purpose we thoroughly éxamine the 
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delivered afterbirth and the membranes. But often it is very 
‘difficult, and sometimes impossible, to observe defects of the 
placenta. The method of filling up the placenta with milk or air 
has failed. Therefore if, after thorough examination of the 
placenta, suspicion arises that the placenta is defective, or torn 
vessels in the membranes indicate the presence of succenturiate 
placenta, or, further, if the apparently complete placenta is 
actually defective and at the same time bleeding from the cavity 
of the uterus is observed, the hand should be immediately passed 
into the uterus. In clinics or hospitals the hand, introduced 
only in cases of increasing haemorrhage, involves much less 
danger than intra-uterine manipulations necessitated by haemor- 
rhage during the puerperium. 

“Out of 651 cases of atony the exploration of the uterus was 
called for by a retained cotyledon in 6.1 per cent of the cases, 
and by mere suspicion in 7 per cent of the cases. We do not 
think that this manipulation is absolutely harmless, but it involves 
less danger than the exploration of the uterus in the puerperium. 
In the puerperium, however, excessive bleeding may be caused 
by the partial disintegration of the retained cotyledon which may 
often necessitate an immediate manipulation. The organisms 
invading the cavity of the uterus make the prognosis not very 
favourable. Wiemann’ puts mortality-rate following exploration 
of the uterus carried out in the later period of the puerperium at 
Iz per cent, Wagner* even at 27 per cent. 


- Recently it was discussed whether it should be permissible to 
explore the uterus for retained parts of the membranes and blood- 
clots. According to our books and regulations it is permissible 
to remove parts of the membranes hanging out of the external os 
of the uterus, but it is in all cases forbidden to palpate the interior 
of the uterus, for it is believed that retained fragments of the 
membranes and blood-clots cannot cause haemorrhage or infec- 
tion. In the majority of cases this is so, but not always. In this 
connexion Stoeckel* recently revised his view, and in the recent 
edition of his textbook we read the following statement: ‘‘We 
have to give up the old view that it is a technical fault to introduce 
the hand into the uterus in order to remove retained fragments ot 
of the membranes or blood-clots. On the contrary, in case of 
persistent haemorrhage due to atony, the manual removal of 
blood-clots. or. of fragments of the membranes is the best and 
are way to induce the uterus to contract.”’ 


- At the beginning of excessive bleeding after the a of 
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.the placenta we first administer extract of ergot hypodermically. 
But if we want a quick effect we simultaneously give piuitary 
extract intravenously, in the meantime trying to induce the uterus 
to contract by kneading it. Even then one must not knead the 
uterus excessively, for if it is thus misused it is inclined subse- 
quently to relax. If the haemorrhage does not stop after this 
procedure we can try bimanual compression of the uterus. This 
procedure was first recommended by Hamilton’ in 1850. It 
causes a strong stimulation, but there is the drawback that it can 
be adopted only in aseptic circumstances, and so it cannot always 
be quick enough. As in our hospital we introduce the fingers 
into the vagina only, the danger of infection is less than in the 
case of the bimanual-massage when the fist is introduced into the 
vagina. It is for this reason that we disapprove and never 
employ the latter in our clinic. 

Very effective contraction of the uterus can be obtained 
be an intra-uterine douche through the Bosemann-Fritsch° 
-double-current catheter, and especially if hot and ice-cold 
water in turn are employed. Its effect is due to the heat in the 
first place, but the rinsing liquid also mechanically removes the 
clots accumulated in the uterus. Cold water is a stronger stimulus 
than hot, but its objection is that it draws off from the woman 
already exsanguinated a substantial quantity of heat. However, 
it.is-a valuable treatment in cases of moderate atony. On the 
-other hand it is very important to observe its effect, and if it is 
not successful, and the haemorrhage does not stop, we have to 
adopt other more effective treatments, such as compression 
of the aorta by hand or by instruments, compression of the 
parametrium (as recommended by Henkel’), packing of the 
uterus (Dihrssen’), and, lastly, vaginal hysterectomy. 

-. For the purpose of quick control in cases in which life is 
‘suddenly threatened, compression of the aorta by hand or by 
instruments. (Momburg,* Rissmann,’ Sehrt'’) is considered an 
excellent treatment. Compression by hand is always avail- 
able, and it can be carried out very quickly, but, at the same 
time, the compressing hand soon becomes tired. After recent 
observations it appears that this drawback is-‘rather an advantage, 
for the hyperaemia and ischaemia thus following in turns act as 
a stranger stimulus than continued ischaemia for the purpose of 
‘inducing the uterus to contract. The compression of the aorta 
‘does not control the bleeding definitely, but in cases of haemor- 
thage threatening life, it is an effective method to gain time for 
‘making preparations for the necessary operation. 
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For the purpose of controlling bleeding of this severity, 
Henkel, as early as 1902, recommended compression of the 
parametrium by the instrument constructed by him. Its effect 
is explained by the constriction and compression of the uterine 
artery brought about by drawing down the cervix. This treat- 
ment is valuable because it is simple; it can be carried out without 
any assistance and immediately controls haemorrhage. It has, 
however, the disadvantage that the pointed instrument may easily 
damage the bladder or the ureter and may cause necrosis due to 
compression. If it is a question of saving a life the advantages 
cannot be compared with the disadvantages. 


In extreme and exceptional cases, when the treatment 
already mentioned has not proved effective, we may consider 
vaginal hysterectomy as a final resource. With a surgeon accus- . 
tomed to perform vaginal operations this operation is fairly easy 
in consequence of the lax consistence of the tissues. It is not, 
however, the technique which is the deciding factor, it is the 
indication for the operation—that is to say, the right moment for 
operation—which is decisive. As this operation is mutilating, 
great responsibility rests upon the surgeon; if he operates prema- 
turely he may unnecessarily remove a uterus which would shortly 
contract under treatment less drastic. On the other hand, if the 
operation is delayed he may not rescue the mother from death 
due to atony. In case of placenta accreta this is the only correct 
procedure, for in the majority of these cases death cannot be 
avoided without extirpation of the uterus. 


The intra-uterine pack was first employed by Leroux" in 1776. 
In 1806 the same procedure was practised by Wendelstadt,”’ 
unaware of the treatment of Leroux. However, for controlling 
haemorrhage due to atony, tamponade has been regularly 
employed only since 1887, when Diihrssen made his epoch- 
making statement. It was the observations of Fritsch’* which 
induced Diihrssen to perfect this method. As Peters’* describes in 
the clinics of Braun in Vienna, ‘‘the packing of the uterus with 
iodoform-gauze was employed one year prior to Diihrssen,’’ but 
reports on this procedure were not published. In the beginning 
even Diihrssen employed this procedure in cases of abortion to 
prevent infection, and only later on used it for the purpose of 
treating post-partum haemorrhage due to atony. Nevertheless, 
disputes as to its value, efficiency and ements character are 
still going on. 


Views are different as to how the intra-uterine pack acts. One 
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of the explanations regarding the control of haemorrhage is that 
as a result of the cervix being forcibly drawn down, the uterine 
arteries become narrowed to a considerable degree and conse- 

quently a less quantity of blood; flows into the uterus. On the 

other hand there is a view which maintains that the pack controls - 
haemorrhage by compressing the vessels. According to our 

opinion the most important rdle of the tamponade is that by its 
effect as a foreign body it stimulates the uterus to renewed con- 

tractions which stop haemorrhage. Without contraction the pack 

is not effective. The fact that the pack causes contractions has 

been proved by the observation that after the pack had been 

removed its intra-uterine part was pallid, whereas its vaginal part 

was saturated with blood. 

The irritation provoked by tamponade does not stimulate 
every uterus to contract equally. In one case, upon the first strip 
of gauze being introduced we obtain heavy contractions, in other 
cases it is only with tight packing of the uterus that contractions 
can be observed. When the woman is exsanguinated the reaction 
of the uterus to the irritation is insufficient, which fact explains 
why the pack employed too late is not effective in many cases. 

The pack has several advantages, as, for instance, the uterus 
contracts strongly, it is impossible for blood-clots to remain in the 
uterus, when removing the tamponade at the same time we 
remove the fragments of the membranes, and finally the pack 
may have an antiseptic effect. This procedure, however, has 
several disadvantages: it takes a long time; during the manipula- 
tion the woman loses a considerable amount of blood; when 
performed in an incorrect way its effect is imperfect, for behind 
the pack the bleeding goes on; or, furthermore, the pack itself 
acts asa drain. In addition to this, during the manipulation the 
danger of injuries—perforation of the uterus, the extension of 
cervical tears, and, later on, that of infection—have to be faced. 

It is almost impossible to express the efficiency and the danger 
of tamponade in percentages and to obtain a real idea of its 
usefulness. The mortality-rate in cases of packing is not suffi- 
cient. Those who are inclined to employ tamponade are apt to 
employ it in cases of lesser importance and their results expressed 
in. percentages will be better than in the case of those who try 
every other method before employing tamponade. According to 
the literature its frequency varies from 0.09 per cent (Zacherl’*) 
to 2.9 per cent (Gusso”*). 

According to Zacherl, Heinlein'’ and. Stoeckel, we can best 
demonstrate the value of the tamponade as a haemostatic by a 
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comparison of the number of women exsanguinated in spite ot 
tamponade with that of women exsanguinated in consequence ot 
post-partum haemorrhage. 


Per- Per- 


centage centage 
ot women ot women 


exsan- exsan- 
Per- guinated guinated 
centage in spite in conse- 


of the fre- of tampo- quence of 
quency of nade being post-partum 
Authors Births tamponade employed haemorrhage 


Gusso, Padova... ... 2,314 2.9 8.8 
Tongeren, Amsterdam ... 19,344 27 5-36 
Vogt, Tiibingen ... 12,000 1.8 4:7 0.08 
Katz, Vienna i. 525423 0.48 12.5 0.06 
Clinic for Women, No. 2, 

Budapest 0.3 4:7 0.05 
Hofstatter, Vienna 0.3 12.0 0.04 
Csipkay, Budapest 0.25 14.6 0.06 
Meyer, Munich ... °134,770 0.22 22 0.014 
Heinlein, Bochum 15,083 0.1 0.03 
Zacherl, Graz 0.09 20.6 0.04 
Heimann, Breslau 12,000 — 0.05 


_ - However, a comparison of these reports does not lead to any 
definite conclusion. 

Stoeckel in one of his publications has formed four groups ot 
obstetricians: (1) Those who prefer tamponade: Out of 279,124 
births the death-rate due to atony was 0.3 per thousand, the rate 
of haemorrhage due to atony 0.9 per cent. (2) Those who employ 
it: Out of 262,238 births the death-rate due to atony was 0.3 per 
thousand, the rate of haemorrhage due to atony 0.5 per cent. 
(3) Those who employ it within certain limits: Out of 82,922 
births the death-rate due to atony was 0.3 per thousand, the rate 
of haemorrhage due to atony 0.9 per cent. (4) Those who are 
opposed to it: out of 204,798 births the death-rate due to atony 
was. 0.14 per thousand, the rate of haemorrhage due to atony 
Q.5 per cent. 

By comparing these figures he comes to the conclusion that the 
death-rate due to atony observed by those who prefer or employ 
tamponade is twice as high (0.3 per thousand) as the death-rate 
observed by. those who are opposed to it (0.14 ied thousand). 
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-In order to obtain an idea as to the efficiency, or dangerous 
character, of packing, Hitschmann"* takes into account only those 
cases in which after spontaneous delivery no other operative 
manipulation has been made before tamponade, for in statistics 
those cases are also included in which infection or sepsis is caused 
by other obstetrical manipulations. In cases selected in this way 
neither Hitschmann, or Katz,'* or ourselves have observed any 
deaths due to infection. In practice, however, this does not mean 
much, because in the majority of cases we have to employ 
tamponade after severe and operative deliveries or often when 
women have already been infected. In such cases it is difficult, 
or even impossible, to tell by which means infection was caused. 
Even post-mortem examination cannot always explain whether 
death was due to haemorrhage or to sepsis. Exsanguinated 
women are more likely to succumb to infection as their resistance 
has been greatly impaired. This, of course, is a fact generally 
known. As Kermanner states, infection can be regarded as a 
primary process and atony is a preliminary sign of an existing 
infection. Although this assumption would be rather welcome, 
we nevertheless agree with Stoeckel in believing that haemor- 
rhage is caused by infection in a very few cases only. 

It is, however, rather difficult to draw a general conclusion 
from statistics for the practitioner as to the value, efficiency or 
dangerous nature of tamponade. This would be difficult, or even 
impossible, for the reports referring to the subject are mostly 
published from clinics in which these operations are carried out 
by well-trained and experienced members of the staff, under strict 
aseptic conditions and with adequate assistance. Furthermore, 
in such circumstances tamponade is employed in those cases 
which in other clinics would be cured without tamponade. 
Thus the results from these institutions will appear more favour- 
able than the results of those practitioners who employ packing 
as a last resource. 

In the last 16 years in our clinic we have employed the intra- 
uterine pack in 85 cases out of 27,540 deliveries in order to control 
atony, which is 0.3 per cent of the total. In 18 cases tamponade 
was employed for the purpose of controlling atony after spon- 
taneous delivery, in the remainder other methods had been 
adopted before tamponade. 

Atony was observed in 29 cases during the third stage of 
labour and in 56 cases after the expulsion of the placenta. In 
73, cases bleeding was excessive and of moderate character in 12 
cases. We carried out manual removal of the placenta in 26 cases 
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(in seven cases in connexion with placenta praevia) and removal 
of retained cotyledon in 14 cases (twice in connexion with placenta 
praevia). Before tamponade we introduced the hand into the 
uterus in 29 cases. In 67 cases we douched the uterus also before 
tamponade. After the expulsion of the placenta we immediately 
packed the uterus in 62 cases, within half an hour in eight, within 
an hour in five, between one and eight hours in ro cases. Only 
in one case each did we have to employ manual compression of 
the aorta or that by the Momburg-tube. ‘In every case iodoform- 
gauze was employed as a pack. We never had a case of injury 
to the uterus. 

We had to repeat the tamponade in two cases, in one of them 
immediately, in the other two hours and a quarter after tampo- 
nade had been carried out. 

The Diihrssen pack we allowed to remain in shin: for eight 
to 12 hours. Before removal, however, we always administered 
extract of ergot (gynergen) hypodermically. 

In order to save life it is not sufficient to check bleeding, but 
we have to restore the quantity of blood lost. It is essential to 
introduce as much liquid as possible into the vessels to raise.the 
blood-pressure and to stimulate the heart. For this reason we 
administer camphor or caffein hypodermically, in addition dex- 
trose and osmon intravenously. The legs and possibly the arms 
are wrapped in elastic bandages and the foot of the bed is 
elevated. Thus the great blood-circulation is reduced and the 
blood-pressure is increased. Stimulating hot drinks are adminis- 
tered and normal salt solution is given hypodermically in large 
quantities. Finally we carry out blood transfusion. In con- 
nexion with haemorrhage due to atony we hypodermically 
injected salt solution in 63 cases and employed blood-transfusion 
in 17 cases out of this number. By this means we have saved 
several lives which otherwise would have been lost. 

As to the morbidity and mortality of the puerperium its course 
was free of temperature and without complication in 38 cases out 
of 85 packed, equal to 44.2 per cent. Ten had pyrexia once 
in the puerperium and one of them we lost on the eighth day of 
the puerperium in consequence! of haemorrhage due to thrombi 
escaping from the vessels in: spite of repeated tamponade and 
blood-transfusion. 

For one to three days 12 patients had pyrexia. There were 
not any deaths. Out of 18 with pyrexia for a longer period 
three died. In 13 patients with pyrexia for a longer period 
the cause was of pelvic origin. 
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In order to check the development of infection we administer 
chinin and extract of ergot from the first day of the puerperium. 
In addition to this we give 5 to 10 cubic centimetres of 40 per cent 
urotropin solution intravenously, and recently 25 to 50 to 100 
cubic centimetres of streptoserin or polyvalent antistrepto- 
staphylococcal serum. When thrombosis of the vessels of the 
lower extremities is observed we give sympathol. 


Shortly after delivery, within four hours, ten mothers died. 
Three of these women died in consequence of atony in spite 
of tamponade. Out of the rr deaths in the puerperium death 
was caused by sepsis in three cases, by exsanguination in four 
cases, by other diseases in four cases. Out of these cases the 
‘account of the tamponade can be debited only, with four deaths 
‘due to exsanguination, which makes 4.7 per cent of the 85 cases 
of tamponade and 0.014 per cent of the total. 


However, the danger of infection undoubtedly exists and, 
therefore, in our opinion the tamponade must not be employed 


No. of 


Haemorrhage was checked by 


Drugs and massage ... 
and tamponade 
intra-uterine douche 
intra-uterine douche and tamponade 
manual removal of the placenta and _ intra- 
uterine douche 
manual removal of the placenta, intra-uterine 
douche, and tamponade es 
removal of the cotyledon and intra-uterine 
douche 
removal of the cobeytndion, intra-uterine douche 
and tamponade re 
insertion of, hands and intra-uterine douche 
insertion of hands, intra-uterine douche and 
tamponade 
insertion of hands, compression of the ‘aorta 
and tamponade 
s, compression of the aorta : 
,, manual removal of the placenta, intra-uterine 
douche, compression of the aorta, tamponade 
Transperitoneal (in one case extraperitoneal), cervical Caesarean section 


in 1 the less severe cases of haemorrhage. With regard to the afore- 
said we have to employ other less dangerous manipulations even 
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in severe cases: of atony. Nevertheless these must not be em- 
ployed too late, for in such cases the patient cannot be. saved from 
exsanguination. 

In summarizing the material of our clinic in the haat ve years 
we observed atony in 651 cases in connexion with 27,540 
deliveries which makes 2.3 per cent. Haemorrhage was of less 
severe character in 342 cases, of moderate character in 180 cases 
and excessive in 129 cases. We observed atony in 506 cases after 
normal delivery and in 145 cases after operative delivery. Atony 
set in during the third stage of labour in 102 cases and after the, 
expulsion of the placenta in 549 cases. 

A rise of temperature was not observed in 524 cases, whereas 
it was present in IIg cases in the puerperium. Of the patients 
with pyrexia, 45 had it for a prolonged period. In 34.,cases 
the cause of the pyrexia was pelvic infection. In. ‘eight 
cases death immediately followed delivery, in three cases due to 
exsanguination and in five cases due to other causes.“ In the 
puerperium eight women died, out of these one in consequence of 
exsanguination, four in consequence of sepsis, and three deaths 
were due to other reasons. 

Of the cases of atony, death was due to exsanguination in 0.61 
per cent of the cases, and in 0.014 per cent of i total, the per- 
centage of sepsis having been the same. 

In no case could death be ascribed to sepsis following tampo- 
nade. In all these three cases the deliveries were complicated by 
placenta praevia and in addition numerous manipulations in the 
uterine cavity (podalic version, metreurysis, perforation of the 
placenta, manual removal of the placénta) had taken place pre- 
viously. It would not be just to ascribe the cause of infection 
solely to the tamponade, but it would be impossible to state which 
of the numerous manipulations was responsible for the infection. 

We regard tamponade as an immense help in cases of great 
emergency. If a wound is bleeding the bleeding vessel is com- 
pressed with artery forceps, it is tightly ligatured and the patient 
is saved from exsanguination. On the other hand the stimula- 
tion of the soft uterus of doughy consistence not once proved 
hopeless, its vessels are wide open and bleed. We stand by the 
bedside of the young mother who is yawning, fainting, feeling 
mortal fear, and there is the newborn child verging on becoming 
an orphan. If in such a case we have at our disposal such a 
mighty weapon as packing, the employment of which often dispels 
this desperate situation, we must say that it is one of the most 
effective procedures with which we are acquainted. On the other 
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hand, if tamponade is employed without sufficient reason, in cases 
of haemorrhage of lesser severity, without the necessary skill and 
preparation, or even with the view that the obstetrician can then 
leave his patient as soon as possible, we must disapprove of it. We 
must do so, for, as proved by our data above set out, many com- 
plications may be involved. But in clinics and lying-in hospitals 
this achievement of Diihrssen, carried out by experienced hands, 
is indeed most successful. 
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Note on Five Pelves of Women of the Eleventh 
Dynasty in Egypt 
BY 


D. E. Derry, 
Egyptian Umiversity, Cairo. 


In the course of an investigation undertaken some years ago 
“On the Sexual and Racial Characters of the Human I[lium’”’ 
it was found that the iliac portion of the ilio-pectineal line 
exhibited a marked difference in length as between English 
women and women of ancient Egypt, the mean length of the iliac 
part of the line being 55.7 mm. in the English hip-bones, while 
it averaged 62.9 mm. in the Egyptian. It was shown in the 
paper referred to that this difference in length is directly related 
to the position of the sacrum which in the pelves of the English 
women has apparently moved forward to a greater extent than 
in the pelves of the Egyptian women, thus lessening the antero- 
posterior diameter. 

The racial differences demonstrated in the above measurements 
are strikingly emphasized in the five pelves now to be described, 
all of which belonged to women of the harem of Mentuhotep II, 
a king of the eleventh dynasty, civca 2050 B.c. The names 
of two of the women Adashait and Henhenit are known from 
their coffins, the others will be referred to as numbers 23, 26 
and 29, these being the numbers assigned to the graves at the 
time they were excavated by Mr. H. E. Winlock, now Director 
of the Metropolitan Museum of Art, New York, to whom the 
writer is indebted for all information. 


Measurements. 


In order that the dimensions of the pelvic brim in all five pelves 
might be strictly comparable, the transverse diameter was 
measured in each case with straight-edged calipers inside the brim 
of the pelvis. In this way difficulties arising in individual cases 
in finding the corresponding points is overcome. Owing to the 
rounding-off of the ilio-pectineal line in female hip-bones it is 
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not possible to be certain of the exact position of the brim, and 
different observers will obtain varying results for the transverse 
diameter. Mistakes should not be made if the straight edges of 
the calipers are made to touch each side of the widest part of 
the pelvis at what appears to be the brim. The distance between 
these straight edges is then measured on the calipers themselves. 

The individual pelves will now be described. 

Adshait. The mummy of this woman was found lying on 
her coffin from which it had been removed by tomb robbers. 
They had replaced the lid of the coffin and then laid the body 
on it while they removed the linen bandages to get at the jewellery. 
The mummy was in perfect condition. From the shape of the 
head and from the facial features it was thought that this woman 
was in all probability of Nubian origin. This was ultimately 
confirmed from paintings on the inside of the limestone 
sarcophagus which had contained the coffin. These paintings 
showed Adashait being waited upon by various people, an 
Egyptian man painted a brick-red colour, an Egyptian woman 
yellow, two negresses black and with curly hair, and lastly 
Aashait herself painted a dark chocolate. As the Egyptians 
regularly portrayed their own men and women as red and yellow 
respectively, the change of colour in Aashait is almost certainly 
intended to indicate that she was of a different race. 

The mummy was completely dissected in order to discover if 
possible the methods of embalming, which at this period appears 
to have been much less thorough than in the succeeding 
Dynasties. In the course of the dissection a photograph was 
taken from the side showing the mummy standing erect. 
(Fig. 1.) 

The tissues have been removed from the right hip-bone to 
show it and the ilio-sciatic notch. It will be seen that in the erect 
position the anterior-superior spine is actually on a lower level 
than the posterior-inferior, and the sacrum in consequence was 
carried nearly horizontally. The inclination of the brim to the 
horizon was almost, if not quite, a right angle. The following 
dimensions of the pelvic brim were found by the method des- 
cribed above : 


Transverse diameter...  ... 114.5 mm. 
Antero-posterior diameter ... 114.5 mm. 


This pelvis, therefore, comes into the class known as Dolicho- 
pellic, and it will be seen that while the antero-posterior diameter 
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is about the average for Europeans, the transverse is considerably 
reduced. Adshait was still young at the time of her death. The 
epiphysis of the crest of the ilium, the sternal end of the clavicle 
and the heads of the ribs are none of them completely united, 
though all are in process of becoming fused. She was probably 
about 22 or 23 years of age. 

Henhenit. The mummy of this woman was originally dis- 
covered by Naville and Hall in a tomb adjacent to that in which 
many years after Mr. Winlock found Aashait. The mummy was 
sent to New York and had been in the Metropolitan Museum for 
17 years when, owing to the representation of Mr. Winlock, it 
was given by the generosity of the trustees to the writer in order 
that the investigation into the mode of mummification at this 
period might be completed. When received, about 10 cm. of 
the lower bowel was projecting from the anus. As in other cases 
in women of this date the vaginal canal appeared to be widely 
dilated, but when the abdominal cavity was opened, as well as 
the bladder, which almost filled the pelvic cavity, it was found 
that a rent in the bladder communicated directly with the vagina 
and so with the exterior and that what, when seen through the 
vulva, appeared to be a dilated vagina was in reality the bladder, 
into which an instrument could be passed directly from the 
outside. It was then observed that the pelvis was an abnormal 
shape (Fig. 2), the transverse diameter being much reduced, 
while the antero-posterior was exceptionally long: 


Antero-posterior diameter... «.. 130.0 mm. 


Even in the present dried-up condition of the parts it would be 
difficult for a foetal head to pass through, and there seems to be 
every probability that the severe damage discovered was brought 
about at the time of parturition, with the subsequent death of the 
woman. The index of the pelvic brim given above 125.0, 
approximates to that of the apes, two orangs measured by Sir 
William Turner giving an index of 126.0mm. In this connexion 
it is of interest to note that Henhenit’s pelvis illustrates a further 
condition which is the rule in the pelves of the apes, and that is a 
high-standing sacral promontory. In Henhenit this is associated 
with a reduction in the number of presacral vertebrae, which 
instead of being 24 are only 23. There are 12 rib-bearing 
vertebrae, but the r2th rib is rudimentary, measuring barely 
more than an inch on each side, and there are only four lumbar 
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vertebrae. As is usual in these cases, there are six sacral 
vertebrae. 

Like Aashait, Henhenit was of southern extraction, judging 
from the type of her skull. She was also young, and probably 
about the same age as Aashait at the time of her death. All 
epiphyses are united except the sternal epiphysis of the clavicle 
which is completely separate, but the lines of union of the 
epiphysis of the crest of the ilium and also that of the upper 
extremity of the humerus are still visible. 

No. 23. This mummy is believed by Mr. Winlock to be that 
of a dancing girl attached to the Court. Both she and the next 
to be described (No. 26) were tattooed both on the arms and 
legs and dorsum of the feet and also across the lower part of 
the abdomen above the pubes. Further, both have a cicatrix 
extending across the abdomen from one anterior-posterior iliac 
spine to the other. Sections taken through the scar and 
examined microscopically show that it does not involve the 
underlying muscles. It extends round to the gluteal region and 
terminates below the crest of the ilium on each side in a large 
leaf-like abrasion. That it is not the result of an accident, but 
deliberately produced, perhaps by a cautery for some purpose 
unknown, is shown by the fact that both women have been 
treated in the same way. The scar varies from 1.0 to 1.5 cm. in 
width. As this mummy is still intact with the exception of the 
removal of the abdominal wall in one piece, it is only possible 
to measure the diameters of the pelvic brim im situ. The 
following figures were obtained: 


Antero-posterior diameter ... ... 120.0 mm. 


This woman was young, but fully adult. Her head is excep- 
tionally large for a woman from Upper Egypt or Nubia, 
nevertheless the facial features are of the Southern type, and 
her hair is wiry, and some of it was in tightly-coiled spirals. 
There is little doubt that she also was Nubian. 

No. 26. The munimy of this woman.was in a somewhat 
dilapidated condition, put the tattooing and abdominal scarring 
described above were quite distinct. A portion of the intestine 
was found protruding from the anal opening, which is dilated, as 
well as the vagina from which also some tissue projected. Sections 
taken from this and specially treated revealed the presence of 
muscle fibres, possibly a part of the vaginal wall. Here also the 
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measurements had to be made with the pelvis im situ. The sacrum 
is six-pieced, with a high-standing promontory. The twelfth rib is 
rudimentary, measuring barely an inch on either side, and there 
are only four lumbar vertebrae : 


Antero-posterior diameter ... .... 115.5 mm, 


This woman was older than the others at the time of her death. 
The face is definitely prognathous, and there is little doubt but 
that she is of the same racial origin as those described above. 
No. 29. Only the skull and part of the skeleton, including the 
bones of the pelvis of this woman were found. When the pelvic 
bones are fitted together the diameter of the pelvic brim are as 
follows : 


Antero-posterior diameter ... ... «.. 123.0 Mim. 


Here again there is a high-standing promontory, due to the 
form of the sacrum, which exhibits a condition of its first piece, 
such as is seen when a vertebral segment is only partly sacralized. 
The normal number of lumbar vertebrae is present, but on the 
right side of the ala of the sacrum, the line of union of the first 
and second sacral segments, though completely fused, is quite 
distinct, and the lateral mass opposite the second sacral segment 
projects more anteriorly than that on the left side, thus producing 
a slight asymmetry of the bone. This woman, who was fully 
adult at the time of her death, shows in her skull and facial 
features the negroid characteristics common in people from the 
South. 

If the measurements obtained from these five pelves are 
tabulated, placing them in the order of width of the transverse 
diameter, we get the following interesting comparison: 


Antero- 
Transverse posterior Index 
Henhenit oraenee 104.0 130.0 125.0 
Aashait 114.5 114.5 100.0 
126.5 115.5 91.3 


From this it is seen that the narrowest transverse diameter is 
associated with the longest conjugate, while the widest. transverse 
has one of the two shortest antero-posterior diameters. The 
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Pelvic cavity of Henhenit, showing excessive antero-posterior diameter 
rupture of vagina into the bladder. 
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indices in consequence run from the extreme of dolichopelly in 
Henhenit, whose pelvis as already mentioned approximates to 
that found in anthropoid apes, to the mesatipellic group, which 
includes indices from 95 to 90 and embraces the lower racial 
groups, such as Negroes and Tasmanians. It is significant that 
all of these women are of Southern origin, probably Nubian. Had 
we possessed Henhenit’s pelvis alone we should have considered 
it a deformity, but when we find four others all exhibiting the 
same characteristics, though to a less degree, we are left with the 
conviction that Henhenit’s pelvis is only an extreme example 
of a racial characteristic common to all five. Only one pelvis, that 
of No. 26, even approximates to the relations of the diameters 
of the pelvic brim common in Europe, and it is still within the 
mesatipellic group. 

It is worth noting that three of these women out of five 
exhibit some departure from the accepted normal for the lumbo- 
sacral region. Such abnormalities are frequent, and it seems 
reasonable to suppose that the instability of arrangement, which 
is so much more common in this region in the human being than 
in the lower animals, is related to the assumption of the erect 
posture. In this connexion, attention may be drawn to the form 
of the ilio-sciatic notch, as shown in profile in the pelvis of Aashait 
(Fig. 1) and Henhenit (Fig. 3). The width and shallowness of 
this notch, which implies a greater distance of the sacrum from 
the symphysis pubis than in pelves with a deeper and narrower 
sciatic notch, may be correlated with the length of the antero- 
posterior diameter as compared with the transverse in these and 
similar pelves. This again is characteristic of the pelves of the 
apes. Further, the remarkable tilting of the pelvis as indicated 
by the position of the anterior-superior spine in relation to the 
posterior-inferior, such that the inlet looks almost directly 
forward, its phane forming an angle of go degrees with the 
horizon, is additional evidence in favour of the suggestion that, 
in some primitive peoples at least, the change in the position of 
the pelvis from that of the pronograde animals is less marked 
than in the higher races. 


» 
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J. S. Fairbairn, in the Chair. 
admitted by the President: 


William Robert Addis . 
Dugald Baird 

Alice Bloomfield 

John Chisholm ai 
Alfred Beuthin Danby... 
Edward Kirkpatrick MacLellan 


Edward Lawton Moss 


yet been formally admitted: 


Leighton Carling Conn . 

Amy Margaret Fleming 
Arthur Alexander Gemmell 
Victor John Frederick Lack ... 
William Collis 
Leslie Williams 


The following were 
College : 


Josiah Grant Bonnin 
David McKay Hart oe 
Kenneth Alfred Knight Hudson 
Benjamin Dunning Knoblauch 
Robert MacKenzie Honey 
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The British College of Obstetricians and Gynaecologists. 


The Quarterly Meeting of the Council was held on Saturday, 
April 27th, 1935, in the College House, with the President, Dr. 


The following were promoted to the Fellowship, and formally 


The following were elected to the Fellowship, but have not 


Alberta, Canada 
London 
Liverpool 
London 

Bombay 

London 


admitted to the Membership of the 


Melbourne 
London 
Glasgow 
Cape Town (in absentia) 
Salisbury, S. Rhodesia 


Manchester 
Glasgow 
London 
Sheffield 
Birmingham 
Halifax, Nova Scotia 

(in absentia) 
London 


(in absentia) 
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Ronald Wallace Knowieton ... Southampton 

John Laing Mewton Liverpool 

Hugh James McCurrich .. Hove - 

Ronald Hodgson Nattrass ... Melbourne 

Ossian Robertson ... .... Sydney (in absentia) 
Helen Elizabeth Rodway .. London 

Margaret Rorke ... ....... London 

Francis Edward Stabler. ... Newcastle-upon-Tyne 
John Arthur Stallworthy .. Auckland, New Zealand 
David Michael Stern... ...._ London 

Muriel Stowe Bhopal, India (7 absentia) 


Major Ronald McRobert (India) was elected to the Member- 
ship. 


The Annual General Meeting was held in the College House 
on Saturday, April 27th, 1935, with the President (Dr. J. S. 
Fairbairn) in the Chair. 

The following were elected to the Council in place of those 
retiring by statutory rotation: 


Representatives of the Fellows. 


Aleck William Bourne .... London 

James Hendry Glasgow 

Ewen John Maclean... Cardiff 

Miles Harris Phillips... Sheffield 
Representatives of the Members. 

William Cunningham Armstrong ... Glasgow 

Charles Philip Brentnall ... +. Manchester 


The Report of the Joint Council of Midwifery was considered 
and generally approved, but some aspects of the scheme are 
reserved for further consideration. ; 


PRESENTATION OF THE HENRY SIMSON MEMORIAL LIBRARY. 


On April 26th an evening reception was held in the College 
House on the occasion of the presentation, by Lady Simson, of 
the collection of books purchased as a memorial to the late 
Sir Henry Simson. 
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In presenting the books to the College, Lady Simson said that 
during the two and a half years which have elapsed since the 
money subscribed for the Memorial was presented to the College, 
she had been impatient to have it expended, but she now realized 
how wise had been the decision of the Council to await a suitable 
object, otherwise an opportunity which so completely fulfilled her 
wishes would have been lost. It had arisen through the 
generosity of one of the Fellows, Professor Roy Dobbin, of Cairo, 
to whom she expressed her gratitude. 

In accepting the books on behalf of the College, the President 
spoke of Sir Henry Simson’s valued services to and interest in the 
College, especially at the time leading up to the opening ot its 
house. This gift thus formed a peculiarly appropriate memorial 
to him. 

As Lady Simson said, a fortunate chance had enabled the 
College to obtain a wonderful collection of historical works that 
for all time would be its treasured possession. Protessor Koy 
Dobbin had accepted much less than their market value to ensure 
these books being kept together, and where he would like them 
to be. 

Mr, Eardley Holland thanked Lady Simson for her efforts on 
behalf of the College, and said he felt sure nothing would have 
given the late Sir Henry more pleasure than that the College in 
which he was so interested should have this nucleus of a library 
which would be a permanent feature of the College. 

Sir Comyns Berkeley, in seconding the vote of thanks, 
pointed out that if one wished to establish a library worth having 
two things were essential, a large purse and the opportunity. A 
third and very desirable one was for the collector to have an 
expert knowledge of the subject. The College was not in posses- 
sion of a large purse, but the books purchased with the sum 
raised by Lady Simson and her friends as a memorial to Sir 
Henry Simson put the College in possession. of a very valuable 
nucleus. Moreover, through the generosity ot Professor Roy 
Dobbin, from whom the books were purchased, their value was 
considerably more than double the sum given for them. Oppor- . 
tunity in book collecting meant waiting 20 years or more if books 
such as these were to be obtained, but happily the College had 
not to wait. Lastly, the collection was made by a great expert, 
Professor Roy Dobbin, and included a most valuable descriptive 
catalogue composed by himself. __ 

Dr. Arnold Chaplin, the Harveian Librarian of the Royal 
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College of Physicians, London, drew attention to the rarity and 
important place of certain books in the collection, which the 
College was so fortunate to have secured, and he hoped that the 
action of Lady Simson would be a stimulus to others to add to 
the Library. 

Professor Fletcher Shaw thanked Dr. Chaplin for his help and 
advice regarding the purchase and exhibition of these books. 
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Review of Current Literature. 


Tuts Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’’ exchanges :— 


British.—The Lancet ; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica] 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgion.—Bruxelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshilfe und 
Gynikologie; Zentralblatt fiir Gynaikologie; Monatsschrift fiir Geb- 
urtshilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; A. A. Davis; F.R.C.S.; 
R. C. Licutwoop, M.D.; J. A. Moore, F.R.C.S.; C. D. Reap, 
F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. WINTERTON, M.B. 

Huddersfield: W. E. CRowTHER, M.B. 

Leeds: R. H. B. Apamson, M.D.; D. W. Currie, F.R.C.S.; anp 
B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, M.D.; P. Matpas, F.R.C.S. 

Glasgow: Jane H. FILsHILL; R. SHARMAN, M.D.; H. MacLennan, M.D. 
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The Journal of Anatomy. 


Vol. lxix, Part I, 1934. 
*The menstrual cycle in primates. Part vii. The sexual skin of the 
chimpanzee. S. Zuckerman. 


THE MENSTRUAL CYCLE IN PRIMATES. Part VII. THE SEXUAL SKIN OF THE 

CHIMPANZEE, 

It was found that uterine bleeding did not occur during 10 days follow- 
ing odphorectomy. Injections of oestrin were started 10 days after 
operation and continued up to the twentieth day after operation. Swelling 
of the sexual skin began on the third day of the injection and continued 
until the animal was killed on the last day of injectijon. The dosage of 
oestrin was equivalent to 21,116 rat-units. It was noticed that the amount 
of cutaneous swelling after injections did not exceed the normal degree of 
sexual cutaneous swelling. The histological changes in the reproductive 
organs, except the uterus were similar to those reported in baboons. The 
uterine mucosa showed excessive mucosal growth with glandular dilatation 
and cyst formation instead of the more moderate degrees of endometrial 
hyperplasia. 

J. A. Moore. 


The Biochemical Journal. 


No. 2, 1935. 


*The oxytocic hormone of the posterior lobe of the pituitary gland; its 
recognition as an oxidation-reduction system. J. M. Gulland and S. S. 
Randall. 

“Further studies of oxidizing and reducing agents. J. M. Gulland and 
S. S. Randall. 


THE Oxytocic HORMONE OF THE POSTERIOR LOBE OF THE PITUITARY GLAND; 

Its RECOGNITION AS AN OXIDATION-REDUCTION SYSTEM. 

Studies were made of the activity of the posterior lobe of the pituitary 
gland after reduction by reducing agents and then by re-activating it by 
oxidizing agents. 

It was found that the oxytocic activity fell to about half of the initial 
value when reduced by hydrogen sulphide and completely re-activated by 
oxidized methylene blue. The hormone was also reduced to 50 per cent 
by catalytic or electrolytic hydrogen. Part of this reduction was due to 
the actual destruction of the hormone. The hormone was re-activated 
when exposed to air or by the anaerobic removal of the hydrogen sulphide. 

Figures and graphs are given in support of these findings. 


FURTHER STUDIES OF OXIDIZING AND REDUCING AGENTS. 

The action of a series of reagents on the oxytocic hormone of the 
posterior lobe of the pituitary gland were studied and the results are 
from the presence of a disulphide linkage in the hormone molecule. 

J. A. Moore. 
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The Journal of Physiology. 


Vol. Ixxxii, No. 4, 1934. 


*Toxaemia and carbohydrate metabolism. A. B. Corkill. 
“The actions of insulin and adrenalin in young adrenalectomized rabbits. 
A. B. Corkill and O. Cope. 


Vol. Ixxxiii, No. 1, 1934. 


*The effect of the ovarian hormone on the endocrine glands. D. Anderson, 


Vol. Ixxxiii. No. 2. 


“The variation of rabbit’s hypophysis during the reproductive cycle. R. T. 
Hill. 

“Species variation in the gonadotropic activity of the hypophysis. R. T. 
Hill. 

The assay of progestin. M. K. McPhail. 


TOXAEMIA AND CARBOHYDRATE METABOLISM. 


The experiments described were planned with the object of determining 
whether toxaemic processes show any departure from the normal in 

1. The formation of lactic acid from muscle giycogen. 

2. The formation of liver glycogen from lactic acid. 

The effect of toxaemia on the factors concerned in the storage of 
glycogen were studied in young rabbits. 

It was found that the toxaemic liver was unable to form glycogen from 
lactates, whilst the formation of lactic acid from muscle glycogen proceeded 
normally. This is explained by the failure of adrenalin to cause the 
storage of glycogen in the toxaemic liver. The actions of adrenalin and 
insulin bearing on these facts are discussed. 

Glucose produces glycogen in toxaemic animals when orally admin- 
istered. It appears, therefore, that the synthesis of glycogen from lactates 
and from glucose proceeds by two different mechanisms; toxaemic muscle 
forms lactic acid and glycogen. The broken link lies in the conversion of 
glycogen from this lactate. This broken line may possibly be due to a 
selective injury of the supra-renal cortex, resulting in a depression of the 
hepatic function in making glycogen rather than a direct effect on the 
liver. 


THE ACTIONS OF INSULIN AND ADRENALIN IN ADRENALECTOMIZED RABBITS. 


Experiments were performed on the hypothesis that the storage of 
glycogen in the liver involves the action of adrenalin secreted in response 
to hypoglycaemia due to insulin. 

The supra-renals of young rabbits were removed and the experiment 
performed in fasting animals. It was found that the formation of the 
glycogenic response to insulin required the co-operation of adrenalin from 
the supra-renals. Insulin does not give rise to the deposition of glycogen 
in the absence of adrenalin. A useful figure is given. 


502 


| 


REVIEW OF CURRENT LITERATURE 


VARIATION OF THE RaABBIT’Ss HyporHysis DURING THE REPRODUCTIVE CYCLE. 


An assay of the potency of the pituitary glands of rabbits during 
pregnancy and pseudo-pregnancy was made by the rabbit ovulation test. 
The cycle of the pituitary gland appeared to be very similar in the two 
conditions. An attempt was made to estimate the potency of the post- 
coitum pituitary secretion by determining the amount of the ovulation pro- 
ducing substance necessary to complete ovulation in animals from which 
the pituitary gland had been excised less than an hour after mating. 


SPECIES VARIATION IN THE GONADOTROPIC ACTIVITY OF THE HYPOPHYSIS. 


The gonadotropic potency of the pituitary glands of a number of species 
was determined by the rabbit ovulation test. No correlation is found 
between related species or between the two sexes of a single species. 

Excision of the glands in the tested animals caused a significant decrease 
in the ovulation producing power of the pituitary gland when tested by the 
rabbit ovulation test. 

: J. A. Moore. 


Archives of Pathology. \ 


Vol. 19. No. 1. 
Tumour Metastases: ovarian metastases of carcinoma. S. Warren and 
W. B. Macomber. 


TuMmMourR METASTASES: OVARIAN METASTASES OF CARCINOMA. 


A report is given of 41 cases of ovarian metastases. The origin of the 
primary growth was found either in the breast, the gastro-intestinal tract, 
or the urinary tract, the uterus, the vagina, or the vulva. It was found 
that metastases are disproportionate!y frequent in functioning ovaries. In 
this series ovarian metastases of mammary carcinoma were found as 
frequently as metastases following carcinoma of the gastro-intestinal tract. 
Ovarian metastases are, however, associated with widespread metastatic 
involvement of other organs. 

J. A. Moore. 


The Canadian Medical Association Journal. 


Vol. xxxii, No. 1, January 1935. 
*Infections in the newborn. W. H. Chase. 
*Roentgen ray diagnosis of placenta praevia. J. Friedman and D. O. 
Macdonald. 
*Pre-sacral sympathectomy for pelvic pain. H. B. Atlee. 
Vol. xxxii, No. 2, February 1935. 
*Complications and disappointments in radium therapy for cancer of the 
uterus. P. Findley. 


INFECTIONS IN THE NEWBORN. 


The number of unexplained deaths in the newborn progressively diminishes 
as more careful post-mortem examinations are performed and their technique 
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improved. Extensive routine histological examination of all organs has done 
much in recent years to emphasize the frequency and importance of infec- 
tions in the newborn. 

A series of 455 autopsies on infants up to one month of age is reviewed; 
in 119, or 26 per cent, gross or microscopic evidence of infection was found. 
This frequency was only surpassed by the incidence of intracranial trauma, 
which occurred in 135 cases, Or 32 per cent. 

Eighty-one per cent of the infections were due to pneumonia. These are 
classified according to the most probable primary focus of infection. They 
fall roughly into three groups: (1) Metastatic infection, which may occur 
intra-uterine—from the mother through the placenta, or extra-uterine—from 
a primary focus, such as the navel or the intestine. There were 17 cases in 
this group. (2) Aspiration infection, which was intra-uterine and caused by 
the inhalation of infected amniotic fluid or infected naso-pharyngeal 
material. There were 38 cases in this group. (3) Bronchial or peribronchial 
infection without any discoverable extra-respiratory focus. These were 
probably all extra-uterine infections. There were 42 cases in this group. 

There were eight cases of metastatic pneumonia, all of which had con- 
genital syphilis. There was one case of intra-uterine pneumococcal infection 
in which the infection was intra-uterine. Again, in cases of congenital 
syphilis, aspiration pneumonia was the immediate cause of death. Intra- 
uterine aspiration pneumonia probably results from asphyxia and premature 
respiratory efforts. 

Prolongation of the second stage of labour appears to be a predisposing 
factor. The aspirated fluid was probably infected in the birth canal. It 
is possible also that this infected fluid was aspirated into the lungs with the 
first inspirations after birth. The removal of this fluid from the upper 
respiratory passages immediately after delivery is clearly indicated. Aspira- 
tion pneumonia is differentiated from the third group of -bronchial or peri- 
bronchial infection by definite clinical and pathological characteristics. 
Fairly definite anatomical classification of the penumonias has been possible, 
but the clinical picture, however, is non-specific and most indefinite, physical 
signs in the lungs being found in a minority of cases. Several drawings from 
microscopic sections of the lungs are shown and a fairly full reference to the 
literature is appended. 


ROENTGEN Ray D1aGNosis OF PLACENTA PRAEVIA. 


The placenta has been made visible by intravenous injections of thorium 
in animals. This method, however, is not yet suitable for clinical use in the 
human subject. 

Another investigator demonstrated the placenta by intra-amniotic injec- 
tions of strontium iodide through the anterior abdominal wall. There were 
21 cases reported and in only one did the foetus die. In another series of 
10 cases in which this method was employed there were three foetal deaths. 
Another series of 60 cases was reported, in which the placenta was demon- 
strated without any special radio-opaque substance being used. Three cases 
in which placenta praevia was recognized by this latter method have been 
reported in the literature. 
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Others reported two cases of placenta praevia in which the placenta was 
demonstrated by X-ray examination without the use of any radiopaque sub- 


stance. Four plates and two line-drawings to illustrate these cases are 
reproduced. 


PRESACRAL SYMPATHECTOMY FOR PELVIC PAIN. 


Four very painful pelvic conditions are spasmodic dysmenorrhoea, pelvic 
neuralgia, the intractable pain of carcinoma of the cervix and cystalgia. 
Pre-sacral sympathectomy offers a fair promise of relief. This operation 
consists of the removal of the superior hypogastric plexus or presacral nerve, 
which supplies the chief innervation of the rectum, uterus and bladder. 
The plexus may consist of a single trunk or several nerve strands. It is 
derived from three main intermesenteric nerves, which again have their 
origin from the solar plexus and sympathetic ganglionated chain. These 
groups of nerves lie in front of the aorta and at its bifurcation fuse to form 
the plexus in front of the sacral promontory, covered only by the peritoneum. 
Behind the presacral nerve, or plexus, lie the left iliac vein in the upper and 
left-hand angle, and the middle sacral vessels in the lower angle in the mid- 
line. On each side lie the two common iliac arteries; the two ureters lie 
somewhat lateral to these vessels and on the left side the inferior mesenteric 
trunk may cross the field. An accessory ureter has been known to simulate 
a single large presacral nerve. 

It is believed that relief following section of the nerve is due to (1) sever- 
ance of the sensory fibres which may either specific or of cerebro-spinal 
origin, (2) restoration of balance of vasomotor impulses, (3) vasodilatation, 
resulting in a better blood-supply and more efficient removal of metabolic 
products. 

The operation is performed with the patient in the high Trendelenberg 
position. With small intestine and sigmoid held out of the way, the peri- 
toneum is incised from a point about one inch below the bifurcation of the 
aorta to the lower edge of the sacral promontory. The two leaves of peri- 
toneum are well retracted, exposing the common iliac arteries between wh‘ch 
the plexus is seen as a sheath of tissues. This is now lifted up with a blunt 
dissector after clearing the arteries, clamped, and cut at the level of the 
bifurcation of the aorta. The sheath of tissue is then pulled downwards, 
dissected from the left iliac vein and pre-sacral fascia for a distance of about 
one and a half inches and again severed. The peritoneum is then closed 
with a continuous stitch. The resected nerve fibres are examined micro- 
scopically for evidence of nerve tissue. Spasmodic dysmenorrhoea was 
treated in six cases, three were free from pain, two were improved, and in 
one the result was slight limitation of the discomfort. Pelvic neuralgia was 
treated in 11 cases; in nine there was no pelvic lesion to account for the 
pain, and it would appear that in this condition the operation offers even 
greater possibilities for relief than in dysmenorrhoea. 

The intractable pain of carcinoma cervicis was treated in three cases, and 
the results were not very encouraging. Cotte and Greenhill, on the other 
hand, report very favourable results in these cases. 

Cystalgia was treated by the author in one case with complete relief from 
frequency and pain. It appears that uterine bleeding always occurs within 
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48 to 72 hours after sympathectomy, regardless of the time in the menstrual 
cycle at which it is performed. This is believed to be due to intense pelvic 
congestion. It is also believed that regularly occurring and normal menstrual 
flow follows the operation in those cases which previously had scanty and 
irregular or excessive loss. 

Several cases illustrating each group are briefly reported. The literature 
is fairly extensively discussed in the text, and a full bibliography is 
appended. 


COMPLICATIONS AND DISAPPOINTMENTS IN RaDIUM THERAPY FOR CANCER OF 
THE UTERUS. 


The disappointments in radium therapy for cancer of the uterus fall into 
two groups. First, there is the disappointment of -finding the growth too 
advanced to give good results, and, secondly, failure which is chiefly due to 
under-irradiation. There is a tendency to give too large a dose to the 
advanced case and too small a dose to the early and favourable case. 
Recurrence in, or near, the site of the original irradiation is evidence of 
insufficient irradiation. 

Most of the dangers are the result of over-irradiation. Proper regard for 
distance and screening will prevent many disasters. Necrosis of normal 
structures is often unavoidable, but has been greatly reduced by giving less 
massive doses, by more careful screening and by the preliminary use of the 
high voltage X-ray cycle. The chief problem is how to apply lethal doses 
without injury to normal structures. The solution of this problem seems to 
be in the more extensive employment of external irradiation. Prolonged 
and repeated applications of radium tend to cause a great increase of con- 
nective tissue in the parametrium, bladder, ureter and rectum. These 
masses of fibrous tissue are often taken for recurrence. Cancer of the body 
of the uterus is being irradiated with better results. Too little attention has 
been paid to the patient’s general condition. Emaciation, cachexia and 
anaemia increase and multiply complications. The morality of irradiation 
is chiefly due to infection, either introduced at the time of application, or as 
more frequently occurs, to spread of pre-existing infection. A full biblio- 
graphy is appended. 


J. Lyle Cameron. 


Medical Journal of Australia. 


: Vol. xi, No. 15, October 13th, 1934. 
*Treatment of gonorrhoea in the female. C.H. MacArthur Brown 


Vol. xi, No. 22, December rst, 1934. 
“Treatment of surgical injuries following childbirth. Herbert H. Schlink. 
Maternal mortality. (Leading Article). 


Vol. xi, No. 23, December 8th, 1934. 


“Observations on the guanidine, glucose, and calcium contents of the blood 
eclampsia. Vera L. Kriegir. 
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Vol. xi, No. 24, December 15th, 1934. 
Mental aspects of gynaecology. H. Leaver. 
Psychiatric aspects of gynaecological conditions. J. A. McGeorge. 
Maternal mortality. (Correspondence). 
Vol. xi, No. 26, December 29th, 1934. 
“Pregnancy following ovarian resection. Irving Buzzard. 
Ante-natal supervision. (Leading Article). 
Vol i, No. 1, January 5th, 1935. 
Maternal mortality. (Correspondence). 
Vol. i, No. 3, January 19th, 1935. 
“The treatment ot septic states associated with pregnancy. Rupert Magarey. 
Vol. i, No. 4, January 26th, 1935. 
Abortion and the use of pastes. (Leading Article). 


TREATMENT OF GONORRHOEA IN THE FEMALE. 

No special equipment is required. The following instruments are used: 
Sims’s, Ferguson’s, and very small Graves’s vaginal specula, a pair of 
sponge-holding forceps, a volsellum with an almost straight shaft and single 
grip, a set of uterine dilators, a set of fine lachrymal duct probes and a pair 
of Cheatle’s forceps. 

The object is to render the patient non-infective in six weeks and the 
affected parts normal in six months. If treatment is instituted early in the 
acute stage of the disease it may be arrested without extension of the infec- 
tion to other common sites of election in the lower parts of the urogenital 
tract, uterine appendages and pelvic peritoneum. The patient must be 
confined to bed during the first and, perhaps, the second menstrual period, 
when the danger of upward spread is greatest. 

The principles underlying treatment are efficient drainage, frequent 
irrigations with mild antiseptic lotions and the application of powerful germi- 
cides to the whole length and breadth of the urethral and cervical canals. 
The treatment must be continuous, and approprite for each succeeding stage 
of the disease. Ifa Bartholin’s abscess is present it is opened and emptied, 
syringed out with flavine and a hot fomentation applied. It is most impor- 
tant to gain the full confidence of the patient, which will greatly assist during 
the many weeks of treatment. 

Anatomical pictures are shown to illustrate the dispositions of the affected 
parts, with special reference to the urethral orifice; the nature of the disease 
and the danger of infection should be explained. This is done because the 
patient must carry out treatment herself. 

An enamel douche-can, four feet of rubber tubing, a vulcanite stopcock, 
a Jacques’s rubber catheter (number 12), and a glass catheter are supplied. 
The apparatus is put together, the small end of the Jacques’s catheter being 
removed and fitted to the glass catheter. 

A to-ounce bottle of potassium permanganate is made up so that one 
teaspoonful added to a pint of water gives a dilution of 1 in 4,000. The 
bladder is emptied and the anterior part of the urethra irrigated. The solu- 
tion is next run into the bladder. Within two or three days the patient is 
carrying out the treatment herself. Later the strength of the solution is 
increased to 1 in 2,000. 
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Bartholinitis. The index finger of the left hand is laid flat upon the 
lower extremity of the labium minus (supposing the right side to be affected) 
and the area of mucous membrane is placed on the stretch. The orifice of 

the duct may be located by hooking the right index finger through the 

H ostium and then exerting a forward pressure upon the lateral wall of the 

vagina so that a bead of pus is made to appear at the entrance of the duct. 
A fine lachrymal probe is inserted beneath the hood of mucous membrane 
which protects the narrow opening, and as it is rotated medially it enters 
the duct, passing downwards and outwards for a distance of one centimetre. 
This is repeated with larger probes to break down adhesions and dilate the 
duct before irrigating with flavine (1 in 500) by means of a record syringe 
twice a week through a hypodermic needle with a blunt point, shaped like a 
canula. 


{ Urethritis. Inflammation from Skene’s follicles may be treated in a 

similar way when the orifices to the ducts can be found. While purulent 
discharge is coming from the urethra nothing much can be done beyond tiic 
routine irrigations with potassium permanganate. The urethra may be 
injected through a blood transfusion canula with melasol (a five per cent 
solution is used). When the acute stage has completely subsided the urethra 
is carefully dilated with a uterine sound until it enters the bladder, in which 
position the urethral glands can be massaged with the index finger against 
the anterior vaginal wall. The sound is withdrawn and an aluminium 
swabstick wrapped in cotton wool dipped in five per cent silver nitrate solu- 
tion is passed. Eleven paintings at weekly intervals are given, but the 
strength of the solution is at once raised to 10 per cent. 


Endocervicitis. Tne cervical canal is treated weekly by inserting to the 
internal os an aluminium swabstick steeped in flavine (two per cent in 
saline), which is swept round the vaginal wall and vulval mucosa after the 
speculum has been withdrawn. Should the epithelium in the neighbourhood 
of the internal os become unhealthy from the action of the flavine, eucalyptus 
in olive oil will cause it to heal. If difficulty is found in passing the swab- 
stick, the cervix is pulled down with a volsellum and dilated. 


Dilatation of internal os. After two months a further stage of treatment 
is undertaken. If the cervix is deeply infected it is soft and the canal 
patulous, and vice versa. In the latter case the infection is mild and the 
above treatment is sufficient. In most cases the cervical canal must be 
dilated and treated with iodized phenol (1 in 5). A bimanual examination 
should be made to exclude pregnancy and to discover the size of the uterus 
and cervix before dilating the cervix. 


TREATMENT OF SURGICAL INJURIES FOLLOWING CHILDBIRTH. 


The anatomy of the pelvis is given. The prophylactic treatment consists 
in good midwifery, conservatism in treatment, allowing the patient her own 
time, the judicious use of forceps and gentle handling in expressing the 
placenta. It implies thorough asepsis to prevent excessive softening of the 
; ligaments; the approximation of torn structures; the proper position of the 
patient during the puerperium, sufficient time in bed and, if necessary, the 

use of a pessary. Lastly, avoiding all conditions increasing the intra- 
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abdominal pressure during involution, such as lifting and making strenuous 
efforts. 


Conservative Treatment. 


(1) Perineal lacerations. Without descent of the uterus or bladder these 
cause tew symptoms, and during the childbearing period it is better to 
postpone operation. If there is retroversion with descent causing symptoms 
it is better to treat this and leave the perineum till no more babies are 
expected. 

(2) Cervical lacerations. When causing no symptoms no treatment is 
required till the menopause. Then they should be attended to as they are a 
factor causative of carcinoma of the cervix. Graves collected statistics which 
show that only four out of 5,000 repaired cervices develop cancer. 

(3) Retrodisplacements. These fall into two classes, those with symptoms 
and those without symptoms. In those without symptoms the patient should 
not be told. Retrodisplacements are blamed for many symptoms for which 
they are not responsible. 


Non-operative Treatment. 


Certain cases are not suitable for operation but require some treatment. 
In these cases reposition of the bladder, uterus or rectum and their retention 
by a pessary must be performed. 


Operative Treatment. 


Perineal lacerations. These consist anatomically in separation of the 
levatores ani muscles and tearing of their ensheathing fascia, stretching of the 
urogenital diaphragm and transverse perineal muscles and stretching or 
tearing of the skin. When there is a mild degree of separation the vaginal 
outlet is relaxed. When a severe laceration occurs in one sulcus leaving the 
other side intact separation and retraction of the pubo-coccygeus muscle and 
the trigone result on that side, while the sphincter ani muscle is drawn to 
the unaffected side. This is particularly prone to occur if the muscle is torn 
from its origin and insertion. If both sides are torn the pubo-coccygeal 
muscles together with the urogenital trigones sag outwards and retract 
towards the pubic bones. The external sphincter ani drops backwards and 
towards the less injured side. When the laceration is complete through the 
sphincter ani there is usually little damage to the pubo-coccygei and 
trigones, so there is less sagging and retraction than when the laceration is 
in the sulcus. All lacerations should be repaired at childbirth. The follow- 
ing operation with modifications can be applied to all cases. The underlying 
principle is the union of the pubo-coccygeal muscles in the mid-line. 
Normally they do not actually meet in the mid-line between vagina and 
rectum. This is done because they are the only structures capable of 
restoring the physiological tone of the perineal muscular system. The 
transverse perinei and trigone are too weak and damaged to be depended 
upon. 

Operation for the union of the levatores ani. (1) A sheet is attached to 
the buttocks by stitches to shut off the anus, and the vagina and perineum 
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are painted with Bonney’s violet-green solution, (2) The extent of tear is 
determined and the labia minora and hymen are clipped on each side. with 
Duval’s forceps so that when brought together there will be a sufficiently 
large introitus. (3) The muco-cutaneous junction is incised between the 
forceps, and a flap is dissected from the rectum with scissors. A triangular 
space is thus exposed floored by the rectum and bounded at the sides by the 
pubo-coccygeal fibres. (4) Three cat-gut sutures (number 6) are passed 
through the muscles trom below upwards. They are not tied at this stage 
of the operation. (5) A triangular vaginal flap is now removed and the 
vaginal mucous membrane sewn up by a continuous suture. (6) The sutures 
through the pubo-coccygei are tied, (7) The structures superficial to the 
levatores ani muscles are brought together by three interrupted sutures. 
(8) The skin is sewn up with interrupted plain cat-gut sutures. (9g) The 
vagina is plugged with iodoform gauze to hold the mucous membrane against 
the sewn muscles, 

Operation following rupture of the sphincter ani. This is identical with 
the operation just described, but includes additional steps. The primary 
incision, first between the skin and vaginal mucosa, then between the mucosa 
of the vagina and the rectum is continued down each side to the dimple 
indicating the ends of the retracted sphincter ani. The vaginal and rectal 
mucosa are well separated and the freshened edges of the rectal mucosa 
sewn together, the knots towards the rectum. The ends of the sphincter 
are united. The remainder of the operation is as before. 

Cervical lacerations. These should be left alone at childbirth unless un- 
controllable haemorrhage occurs. If they cause symptoms they can be 
treated by diathermy in mild cases, repair in more severe cases, and amputa- 
tion of the cervix in the worst cases. Symptomless tears can be left until 
after the childbearing period. 

Retrodisplacements. (1) Vaginal fixation should never be used. 
(2) The author has no hesitation, from his personal experience, in saying that 
ventral fixation should never be used during the childbearing period, and 
should be confined to those cases in which the Fallopian tubes have been 
removed and the uterus falls back. The operation causes much suffering and 
is anatomically wrong. (3) Shortening and fixation of the round ligaments. 
There are two classes of operations (a) those which depend on the thin 
inguinal portion of the round ligament to hold the uterus in place; (b) those 
which depend on the strong uterine portion. Operations of the first class 
should be discarded. In the opinion of the author the best operation is 
shortening the round ligaments in the inguinal canals. Gilliam’s operation 
is suitable when the salpingo-ligamentous angle is large, as the Fallopian tube 
is liable to be carried in with the ligament. Bonney’s operation is free from 
this danger. 

Descent of the bladder. Cystoceles are treated by the operation des- 
cribed by Eden and Lockyer, in which the bladder is pushed off the cervix 
and the pubo-coccygei muscles are brought together in the mid-line. Severe 
degrees are usually accompanied by prolapse of the uterus. This is best 
treated by Fothergill’s operation. It is rarely necessary to fix the uterus 
from above. The author prefers Richardson’s operation for this. In this 
operation the round ligaments are cut at the internal abdominal rings, freed, 
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peritonealized, brought through the recti and attached in front of the 
aponeurosis. Hysterectomy should only be done when it is necessary to 
remove the uterus tor some other reason. 


OBSERVATIONS ON THE GUANIDINE, GLUCOSE AND CALCIUM CONTENTS IN THE 
Bioop In EcLAmpsIA. 


The guanidine in the blood in a series of 30 cases of eclampsia was corre- 
lated with the concentrations of glucose and calcium. No appreciable rise 
in guanidine was observed. In 33 per cent of the specimens of blood 
examined the blood-sugar value was below o.80 per cent, although only 
isolated estimations, without reference to the phase of eclamptic seizure, were 
performed. This indicated the probability that hypoglycaemia did exist at 
some phase in relation to the convulsion. In 39 per cent of the eclamptic 
cases the calcium content was less than nine milligrammes per 100 cubic 
centimetres of blood. 


PREGNANCY FOLLOWING OVARIAN RESECTION. 


A woman, aged 34, married for 13 years, complained of sterility. Her 
periods were regular but scanty. The Fallopian tubes were patent. The 
ovaries were enlarged. It was decided to resect her ovaries, which was done 
on October 4th, 1933. The cyst on the right side was the size of a walnut 
and that on the lett rather smaller. Her November period was ireer than 
usual; this was her last menstrual period. In August 1934 she was delivered 
ot a healthy boy. 

Comment by Professor Marshall Allan. Modern endocrinology suggests 
that the persistence of cysts prevents” the full cycle of maturation of the 
follicle and the formation of the corpus luteum. In the uterus this results 
in an alteration of the endometrial changes. While hypertrophy of the 
endometrium, due to follicular hormone, occurs the final secretory changes 
caused by the luteal hormone are incomplete. Uterine bleeding occurs, but 
the endometrium is not fully prepared for the embedding of the ovum and, 
if the ovum is impregnated, it is not retained in utero. Removal of the 
persistent cysts allows ovulation to occur normally. 


Tue TREATMENT OF SEPTIC STATES ASSOCIATED. WITH PREGNANCY. 


Puerperal sepsis. This is less common than sepsis following abortion. 
Fifty per cent of cases of puerperal sepsis have had obstetrical interference. 
A rise of temperature after childbirth must be thoroughly investigated. 
The breasts should be examined for lymphangitis, a catheter specimen of 
urine for pus cells and bacillus coli. A careful pelvic examination must also 
be made. Curettage should on no account be performed. The treatment of 
haematogenous infections has been greatly improved in the last two years 
by the introduction of (1) blood transfusion; the patients are often anaemic 
from loss of blood and destruction of red cells by the infection; (2) puerperal 
antistreptococcal serum. This is of very much more value than the old 
antistreptococcal serum. The serum may be given as a_ prophylactic 
measure. Radiostoleum and vitamin A are also of use in raising the resist- 
ance of the epithelium to infection. 

Localized uterine infection may be treated by two methods: (1) By 
producing uterine contractions by pituitrin or quinine sulphate. (2) By 
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producing an outflow of serum by the injection of glycerine, as advocated by 
Hobbs. 

Septic thrombosis (white leg) is probably due to sepsis. The treatment is 
rest in bed. Septic thromboses of the broad ligament and ovarian veins 
should be left alone. 

Puerperal peritonitis. The diagnosis is not easy, as the symptoms and 
signs are often masked till late. Pelvic drainage gives these patients a 
slight chance. The intravenous injection of methyl violet or eusol is worth 
trying in desperate cases. 

Sepsis following abortion. Before the fourteenth week of gestation 90 
per cent of abortions are artificially procured and, therefore, infected. 

The uterus should be completely evacuated if the cervix is dilated. If 
it is not dilated the vagina should be packed with iodotorm gauze for 12 
hours. This stimulates dilatation of the cervix and contraction of the uterus, 
with the resulting expulsion ot the uterine contents. If the os is closed and 
the patient not bleeding quinine sulphate should be given. 

After the fourteenth week of gestation the treatment should be more 
conservative and the case treated more like a confinement at term. If the 
patients bleed the vagina should be packed. If there is fever glycerine 
should be instilled into the uterus. Cases infected by bacillus Welchii are 
hopeless from the start. The uterus should not be emptied. 

Post-abortive pelvic infection. The commonest causes are (1) the strepto- 
coccus, (2) the gonococcus. <A pelvic examination is made and a lump often 
felt in one or other broad ligament. The infecting organism should be 
identified if possible by the history and by accurately localizing the swelling. 
The gonococcus spreads by the mucous membrane and the streptococci by 
lymphatic or venous paths. If, therefore, the swelling is low down and of no 
definite shape it cannot be a pyosalpinx, but is due to parametritis and, 
therefore, of streptococcal origin. If the swelling is higher, softer, and not so 
fixed it is probably of gonococcal origin. 

The importance of this is that the author believes in draining a pyosalpinx 
in the acute stage by posterior colpotomy, but in treating parametritis 
conservatively. This consists of rest in Fowler’s position, hot douches, hot 
fomentations, diathermy, six injections of milk (protein shock therapy), and 
injections of antuitrin S. Operation should never be performed in cases 
parametritis. 

The Fallopian tubes, in cases of pyosalpinx should be removed by 
abdominal section three months after the initial salpingitis. The operation 
which should be performed varies. The cervix should be cauterized with 
the electric cautery and the uterus curetted. The abdomen should then be 
opened. Ovarian tissue is freed and preserved as far as possible. Fallopian 
tubes containing pus should be removed. If the tube is only blocked at one 
end salpingostomy should be performed. If both Fallopian tubes and 
ovaries are involved in hopelessly intractable abscesses both Fallopian 
tubes, ovaries and uterus, including the cervix, should be removed. The 
alternatives are ovarian grafting, which is not successful, and Blair-Bell’s 
operation of removing the Fallopian tubes and the fundus of the uterus. 
Cases requiring this operation probably require removal of the ovaries. 

: W. R. Winterton. 
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with the serum of female patients. W.M. Brunet and B. S. Levine. 
“The treatment of ivichomonas vaginalis vaginitis with sodium perborate 

and quinine. I. W. Kahn. 


The treatment of diseases of the cervix by the electro-surgical unit. M. L. 
Stadiem. 
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*Cancer and prolapse of the uterus. F. V. Emmert and J. B. Taussig. 
Renal function in pregnancy. Mary A. McManus, Gertrude A. Riley, and 
J. C. Janney. 
The sedimentation rate and Schilling index in pregnancy. R. J. Griffin. 
Macrocytic hyperchromic anaemia in pregnancy. W..E. Studdiford. 
_The.relation of anaemia of pregnancy to hydraemia and its treatment with 
aqueous equine liver extract and glycerated iron. Oscar Richter, A. E. 
Meyer, and J. P. Bennett. 
*A study of 79 patients by the Latzko extraperitoneal Caesarean section. 
H. T. Burns. : 
An analysis of 157 cases of Caesarean section. G. A. Palmer. 
*Pregnancy complicated by fibroids. J. R. Eisaman. 
Accidental injection of iodized oil into uterine veins. S. R. Seaker. 
The imbedding of the ovum in tubal pregnancy. H. C. Falk. 
The effect of the shape of the pregnant uterus on the mechanism of 
labour. J. M. Laferty. 
Another method of anaesthesia in obstetrics. C. W. Schumacher. 
Bleeding time and coagulation time in the newborn. M. Weiner and 
y C. E. Bailey. 
“ Granulosa-cell tumour of the ovary in a child with precocity. P. B 
_ Bland and L. Goldstein. 
VKrukenberg’s tumour of the ovaries. A. Sacone and S. Gordon. 
An enormous ovarian cyst. W. F. Gemmill. 
A practical obstetric manikin. J. B. Jacobs. 
A combined inlet and outlet pelvimeter. S. Hanson. 
Post-partum paralysis, with report of an unusual case. Abe Cline. 
Bicornute uterus with pregnancy in each horn. A. B. Barrett. 
Simultaneous gangrenous twisted ovarian cyst and acute gangrenous 
appendicitis. L. P. Kasman. 
Book reviews. 
Selected abstracts—Endocrinology. 


CHANGES IN THE CERVICAL Mucous MEMBRANE AND THE DECIDUAL REACTION 
IN THE CERVIX DURING PREGNANCY. 


Levey examined 12 cervices removed from uteri in various stages of 
pregnancy, and describes in detail the histological changes in the mucous 
membrane and musculature. He found that in the first month the 
epithelium lining the canal was thrown into folds which, by the second 
month, extended deeply into the underlying tissue. At the same time 
active cell-multiplication took place, causing stratification of the ep:thelium 
and the formation of areas of double rows of epithelial cells; 
these consisted of a higher columnar layer and a lower cuboidal layer 
which. rested on the basement membrane. In the early stages the 
glands showed increased activity with branching and infolding of the 
epithelium into the lumen; by the third month the epithelial pro- 
jections were very marked and tended to assume a polypoid character. 
The junction of the squamous and columnar epithelium remained well 
defined, but a dense infiltration of plasma and wandering cells was often 
present. During the third month the glands reached the height of their 
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activity, extending with finger-like processes deeply into the underlying 
loosened stroma. Some of the glands were surrounded by narrow streaks 
and bunches of muscle fibres which were the remnants of the destroyed 
muscle tissue. The stroma was of an embryonic character and was made 
up of large swollen and clear vesicular cells scattered in a delicate reticular 
network. In the fourth and fifth month multilayering of the epithelium 
was more frequently found. In some of the cervices the author found a 
few decidual cells scattered into several small groups and lying in the 
heights of the epithelial folds; this was extensive and well aleraan in 
polypi removed from the cervix during pregnancy. 

In his comments on these findings the author quotes Hofbauer’s opinion 
that the cervical epithelial hyperplasia occurring in some pregnant uteri 
bears some relation as an antecedent to cervical cancer, especially if these 
changes persist after the termination of pregnancy. 


GRANULOMA OF THE CERVIX. 


Eight cases of granuloma of the cervix are reported in detail by McGee. 
All cases resembled some type of carcinoma, and in each case this tentative 
diagnosis was made before being disproved by microscopic section. Four 
of the patients were women about the time of the menopause, while the 
remainder were in the late teens or early twenties. Two patients died, onc 
following treatment with radium. The Wassermann reaction was taken in 
all cases, and was positive in four. The cervical lesion was described as 
being a bleeding erosion in one case, a punched-out ulcer in another, and 
in the remainder a granular or cauliflower-like mass. The histology was 
the same in all cases and was characterized by marked infiltration by 
polymorphonuclear leucocytes, numerous new blood-vessels, and a_ loose 
structure of young fibrous tissue. Five cases responded well to treatment 
with intravenous antimony and potassium tartrate. 


TREATMENT OF FUNCTIONAL UTERINE BLEEDING WITH EXTRACT 

OF PLACENTA. 

The author believes that placental extract is the strongest kuown 
luteinizing hormone. He uses a water-soluble preparation and gives two 
cubic centimetres of 100 rat-units each on alternate days until the bleeding 
ceases. He gives the results in a small series of 24 patients, one of whom 
did not respond to treatment at all; in only one were there any ill effects: 
this patient, after the first injection, suddenly became pale and, had. palipta 
tion of the heart and tremors; these symptoms lasted 10 minutes and were 
probably due to supra-renal stimulation. 


STUDIES RELATING TO THE TIME OF HUMAN OVULATION. 


Ovulation is generally recognized as being the central fact in all studies 
relating to the physiology of menstruation. The authors first give a brief 
description of the methods which have been used for the determination of 
the time of ovulation in the human female and the result in each type of 
investigation. They also recall the two clinical signs of ovulation, inter- 
menstrual pain and intermenstrual spotting, and add a third, that of the 
sudden appearance of prolan A in the urine. 
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They investigated 10 young women for their daily excretion of prolan A 
over extended periods and give an account of each case in detail. They 
found that a sudden excretion of this hormone occurred at about the midd-e 
of the menstrual cycle and had a definite tendency to recur at about the 
same time in the following cycles. They considered this phenomenon to be 
the stimulus to the ovaries to induce ovulation. By this method they 
noted that the greater number of ovulations occurred on the twelfth day 
and that the greatest frequency was between the eleventh and fourteenth 
days. In two cases pregnancy supervened while the patients were under 
observation and it was found that a_ positive Zondek-Aschheim test 
occurred on the twenty-fifth and twenty-seventh days from the onset of 
the last menstrual period respectively; when the pregnancy was terminated 
the positive Zonkek-Aschheim test became a positive prolan A reaction. 
In these cases there was a positive reaction to prolan on the first day of 
the menstrual period and the authors suggest that menstrual bleeding is 
induced by a stimulus from the anterior lobe of the pituitary gland rather 
than by a withdrawal of the hormone of the corpus luteum. In one case 
with mittelschmerz the pain followed the excretion of hormone in 24 hours. 
Another case usually spotted half-way between periods, but sometimes was 
free. During observation there was no spotting and no prolan in the urine 
for one month, but the next month prolan appeared on the thirteenth day 
and spotting occurred on the same and the following days; the following 
month again there was no prolan and no spotting. Two cases tended to 
show that ovulation and menstruation are independent phenomena; in one 
a period was missed without pregnancy supervening and prolan appeared 
in the urine 14 days after the expected onset of this period; in the other 
on one occasion no prolan was excreted between two periods. 


THE VALUE OF POST-OPERATIVE ROENTGEN IRRADIATION IN CARCINOMA 
OF THE OVARY. 


Much doubt is cast upon the value of post-operative irradiation in 
ovarian carcinoma, so Montgomery and Farrell studied 22 cases from the 
clinical and pathological points of view in relation to the results of this 
therapy. Fourteen patients had papillary cyst-adenocarcinoma, seven are 
living, and seven dead; three patients had: papillary adenocarcinoma, one 
is living and two are dead; four patients with adenocarcinoma are dead; 
one patient with a granulosa-cell carcinoma is living. Of these four histo- 
logical types the rganulosa-cell carcinoma is the least malignant, while the 
solid adenocarcinoma is the most malignant. Each case, of whatever type, 
was placed in one of three grades of malignancy according to the histological 
differentiation of the cells. In grade I, which was the commonest, seven 
are alive, two have died, and one is untraced; in grade II all five patients 
have died; in grade III six are dead and one alive. Of the 13 patients 
who have died, five had inoperable tumours; none survived operation more 
than seven months; five had only partially operable tumours (all either of 
grade II or grade III) and survived a little more than 14 months; two 
patients with completely operable tumours died, one after one moatn and 
one after one year; one patient was untraced and counted as dead. Only 
11 of these 22 patients had been under observation for five years or more, 
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and of these five are still alive (45.4 per cent). Of 14 cases, not in this 
series, which were treated by operation alone more than five years ago, 
one was untraced, two died following operation, and all the remainder died 
within six months. Consequently the authors come to the conclusion that 
irradiation following complete or partial operation prolongs the duration of 
life and is of value in reducing pain and ascites in completely inoperable 
cases. 


THE TREATMENT OF FIBROIDS. 


A series of 443 consecutive cases is reported by Danforth. The fibroid 
tumours are divided into three classes, (a) those which need no treatment, 
(b) those which may be irradiated, and (c) those which should be operated 
upon. In 93 cases (21 per cent) irradiation was used. Radium is preferred 
to X-rays because it only irradiates the pelvic organs, whereas the X-rays 
act on the bladder, rectum, and parietes. The author recognizes the follow- 
ing contra-indications to the use of radium: a patient younger than 40 
years or older than 50 years, past or present inflammatory adnexal disease, 
a fibroid larger than the size of a fist, ovarian growths, pelvic adhesions, 
submucous fibroids, pelvic pain, retro-displacement, and radiophobia. 

In this series no case of vaginal hysterectomy for small growth accom- 
panying some vaginal plastic work is included. In the majority of cases 
hysterectomy was performed, total hysterectomy in 18 (four per cent), sub- 
total hysterectomy with conservation of the adnexa, 137 (31 per cent), 
subtotal hysterectomy with removal of the adnexa, 74 (16.7 per cent), 
subtotal hysterectomy with partial removal of the adnexa, 93 (21 per cent). 
The author is of the opinion that both ovaries should be preserved whenever 
possible, as he maintains that the discomforts of the menopause are far 
less if ovarian tissue is preserved. Great care is taken not to injure the 
blood-supply to the ovary through its hilum or to attach the edge of the 
broad ligament to the cervical stump, which decreases the normal mobility 
of each of these structures. 

Only one: death occurred, a mortality of 0.23 per cent, which was 
thought to be due to a pulmonary embolus. 


THE TREATMENT OF GONORRHOEA OF THE CERVIX. 


Breckinbridge and Whitehouse advocate the use of post-electric cautery 
in the treatment of chronic gonorrhoeal endocervicitis. The tip of the 
cautery is inserted into the canal and the current turned on until a narrow 
white rim of cooked tissue appears. In extensively eroded cervices linear 
cauterization is employed as well. This treatment is repeated at intervals 
of three weeks. Five hundred and seventy-four patients were seen; of 
this number 166 gave positive smears, 123 gave doubtful (95 became positive 
subsequently), and 285 negative smears at the original examination. Of 
the 261 cases with a positive smear, 162 became definitely non-infective on 
this treatment. In the entire group the average number of treatments was 
3.6, which included 17 refractory cases in which eight to 11 treatments 
were necessary. This method of treatment gave rise to a number of cases 
of moderate stenosis of the cervix; in 18 cases dilatation of the cervix was 
necessary at intervals for a short period of time. 
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FURTHER STUDIES IN THE PELVIC ARCHITECTURE. 


The authors classify the female pelvis into four main groups, the 
gynaecoid (true female), the android (true male), the anthropoid (ape), and 
the flat, and describe intermediate forms combining these parent types. 
Each pelvis is classified according to the shape of the posterior segment 
of the inlet end each true pelvic type has a corresponding typical. fore 
pelvis. The intermediate forms are made up when a typical posterior 
segment of one parent type is associated with the fore portion of another 
type; for example, a pelvis might be classified as an android type with 
gynaecoid tendency. The authors suggest that two great influences may 
be at work, one the evolutionary from the true anthropoid to the perfect 
human form, which is characteristically flat, and the other a sexual or 
hormonal factor which may determine certain masculine characteristics in 
the female form. 

Attempts were made to associate other minor variations of the pelvis 
with the main types of the brim but no uniform results were obtained. A 
wide subpubic ang'e and splayed-out side walls were most commonly found 
in the gynaecoid group and less commonly in the anthropoid form, while 
the android group had a tendency to a narrow angle and converging side 
walls. Narrow angles were associated with narrow fore pelves in 60 per 
cent of cases while wide arches showed narrow fore pelves in 42 per cent; 
thus width of arch gave no clue to the type of fore pelvis. No relation 
was found between the width of the subpubic angle and the shape of the 
sacrum; a sacrum with six sacral segments (assimilation) was not associated 
with the funnel-shaped pelvis. 


A New MEASUREMENT (CLINICAL) FOR ESTIMATING THE DEPTH OF THE TRUE 

PELVIS. 

“Schuman stresses the importance of the new classification of the female 
pelvis into android, gynaecoid, anthropoid, and flat types. He maintains 
that the increased depth of the pelvis found in male, funnel, or assimilation 
types of pelvis is of the greatest importance as the cause of unanticipated 
dystocia. As this increased depth is commonly associated with an in- 
crease of the perpendicular measurement from the tuberosity of the ischium 
to the white line, as found by Todd, he takes a clinical measurement with 
the usual pelvimeter from the ischial tuberosity to a point on the superior 
ramus perpendicular to the tuberosity. Usually one centimetre must be 
subtracted in the average person to allow for fat and he found that a 
measurement of less than 10 centimetres denoted a gynaecoid type and 
one more than that a male or funnel type. He gives an example of an easy 
delivery in a patient with a short external conjugate diameter and a, pubo- 
tuberous measurement of 9.5 centimetres and another of a woman with 
normal external measurements but with a pubo-tuberous measurement of 
12 centimetres. The latter patient had a history of two still-births and -her 
third child had to be delivered by Caesarean section. 


THE TREATMENT OF TRICHOMONAS VAGINALIS VAGINITIS WITH SODIUM 
PERBORATE AND QUININE. 


The trichomona vaginalis is now being described as the cause of many 
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cases of vaginitis and leucorrhoea which do not respond to the usual methods 
of treatment. Even when this cause has been found, many forms of treat- 
ment have been advocated with varying success. Kahn describes a 
treatment of distension and irrigation of the vagina with a solution of two 
tablespoonsful of sodium perborate in two quarts of water with a special 
syringe which blocks the introitus. _ By liberating oxygen this solution 
completely cleanses the cracks and crannies of the vagina. This is followed 
by complete drying and insufflation of the vagina with powdered quinine, 
7144 to 10 grains being used at a sitting. The treatment is daily for the 
first week and on alternate days for subsequent weeks; if a period occurs, 
irrigation under pressure is omitted but the vagina is swabbed out as 
cleanly as possible and the quinine is applied. The author reports cures 
in all of a series of 47 cases, many of which had previously undergone other 
forms of treatment. 


CANCER AND PROLAPSE OF THE UTERUS. 


Emmert and Taussig criticize the general opinion that cancer does not 
occur on the prolapsed cervix, and enumerate four factors which should 
predispose this structure to cancerous invasion. Only a very limited 
number has ever been published in the literature. The authors’ found that 
during the past five years 10 cases of complete prolapse have come under 
their care and of these four were complicated by proved carcinoma. Three 
of the four had malignant change in a decubitus ulcer while the fourth had 
a red irregular proliferating growth on the posterior lip of the cervix which 
was thought at first to be a gummatous lesion. They come to the con- 
clusion that the association of cancer and comp!ete prolapse is not so rare 
as is generally thought and they think that the hyperkeratosis, thickening 
of epithelial pegs, and marked round cell infiltration of the submucous 
tissue are evidence of chronic irritation and indicate microscopic investiga- 
tion in every case. If the two conditions are associated they advise X-rays 
or radium treatment followed by vaginal hysterectomy. 


A STUDY OF 79 PATIENTS DELIVERED BY THE LATZKO EXTRAPERITONEAL 
CAESAREAN SECTION. 


Burns advocates Latzko’s operation in certain cases in which any. type 
of intraperitoneal operation carries with it a serious risk of peritonitis. He 
describes shortly the operative technique and stresses the importance of 
a well-formed and thin lower uterine segment. In a series of 79 cases per- 
formed by 16 different surgeons there were two deaths. He himegelf 
performed the operation on 39 patients with no mortality. One of the 
deaths was due to gangrene of the uterus, bladder, and abdominal wall, 
while the other was due to pulmonary embolus. Tables are given of the 
pre-operative conditions, operative data and post-operative complications; 
these show that most of the cases were bad operative risks. The average 
number of hours in labour was 303; forceps-delivery had been attempted 
in ten cases; a bag had been introduced in six cases; and 18 cases had a 
temperature above 100°F. at the time of operation. 

He mentions that marked varicose veins of the legs, varicose veins of 
the vulva and placenta praevia are contra-indications to the operation, 
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PREGNANCY COMPLICATED BY FIBROIDS. 


That fibroids complicating pregnancy, labour, and the puerperium can 
give rise to serious troubles there is no doubt, and Eisaman, in this paper, 
again stresses this point. He studied the cases admitted for the years 1922 
to 1933 and found that this complication of fibroids occurred in 71 cases 
out of 23,541 deliveries, an incidence of 0.3 per cent. In this series the 
average age was 33 years, and 46 per cent were primigravidae. Abortion 
occurred in nine cases (12.6 per cent); six of these before the third month 
of pregnancy. A previous history of one to three miscarriages was also 
present in 50 per cent of the cases. Myomectomy was performed in three 
cases and all aborted. In 67.5 per cent the pregnancy continued to term 
and in 14 per cent delivery was four to eight weeks premature; 56 per cent 
were delivered by Caesarean section, in 66 per cent of these the indication 
for the operation was disproportion, previous Caesarean sections, placenta 
praevia, etc., rather than the fibroids per se. There were two maternal 
deaths (one from peritonitis, the other from recurrent mammary carcinoma 
in the liver) with ‘the radical Caesarean operation. Vaginal operations, 
especially internal podalic version with extraction, occasioned the highest 
morbidity. The forceps was applied in eight cases. 

He describes cases showing the dangers of curetting in cases of abortion 
due ta fibroids, the risk of abortion and sloughing of submucous fibroids in 
cases in which myomectomy has been performed, and the serious complica- 
tions of the puerperium due to degeneration and infection of fibroids. 

He does not advocate interference during pregnancy unless there is a 
history of previous abortion; he advises Caesarean section with myomectomy 
or hysterectomy at or near term rather than operative vaginal delivery. 


Bryan Jeaffreson. 


Journal of the American Medical Association. 


Vol. 104, No. 1. January 5th, 1935. 
*Gonadotropic and oestrogenic principles in a myoma of the uterus. D. 
Lewis and C. F. Geschickter. 


Vol. 104, No. 3. January 19th, 1935. 
*Rectal gonorrhoea in women. C,. L. Martin. 
Treatment of chronic vaginitis with phenylmercuric nitrate. F. W. 
Hitchings. 


Vol. 104, No. 4. January 26th, 1935 . 
“Changes in vaginal epithelium during pregnancy in relation to the 
vaginal cycle. M. E. Davis and C. G. Hartman. 


Vol. 104, No. 5. February 2nd, 1935. 
The advantages of paraldehyde as a basic amnesic agent in obstetrics. 
E. D. Colvin and R. A. Bartholomew. 
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Vol. 104, No. 6. February goth, 1935. 
An obstetric ring for artificial puncture of the membranes. I. F. Stein. 
Clinical manifestations of dysfunction of the anterior lobe of the pituitary 
gland. H. M. Evans. 


Vol. 104, No. 7. February 16th, 1935. 
“Entrance of iodized oil into venous circulatory system during uterography. 
G. Weitzman. 
The hypohypseai gonadrotropic hormones. P. E. Smith. 
Interrelations among urinary, pituitary, and placental gonadotropic factors. 
J. B. Collip. 
Anaemia of premature infants. Editorial. 


Vol. 104, No. 8. February 23rd, 1935. 

*The relief of menopausal symptoms by oestrogenic preparations. E. L. 
Sevringhaus. 

The lactogenic factor of the pituitary. Oscar Riddle. 


GONADOTROPIC AND OESTROGENIC PRINCIPLES IN A MYOMA OF THE UTERUS. 


After a hysterectomy for fibroids, the fibroids were carefully removed, 
without any mucous membrane, and were then assayed. The tissue of 
the tumours contained four and a half rat-units of follicle-stimulating and 
luteinizing factors per gram of desiccated tissue. The extract of the tissue 
produced: both effects. The oestrogenic test of this material shows that it 
contains the equivalent of about 1,800 units per pound. 


GONORRHOEA IN WOMEN. 


Thirty per cent of 111 women suffering from gonorrhoea were found to 
have a rectal infection. The lesion is frequently not suspected, because the 
symptoms are usually so mild and often absent; routine rectal smears 

4 should be made from all women who exhibit a gonococcal infection of the 

: urethra or the cervix. Although rectal gonorrhoea is not serious in itself, 
it is of some importance as a possible source of re-infection, for it 
persists in the rectum after the genital tract is clear. 

In this series, the diagnosis was made by obtaining smears from the 
rectum after the passage of a Kelly’s female urethroscope into the anal 
canal and the passage through it of a cotton-tipped applicator. 

The cases were treated by instilling one ounce of a solution containing 
five per cent of mild silver protein. If anal soreness was present, an oint- 
ment or suppository containing a local antesthetic was employed. The 
bowels were regulated. The patients were instructed to instill the mild 
silver protein through a soft French rubber catheter, size number 18 or 20. 
The patients suffering from fistula in ano were operated upon when the 
disease was chronic, but while the smears were still positive, the wounds 
healed normally. 


~CHANGES IN VAGINAL EPITHELIUM DURING PREGNANCY IN RELATION TO THE 
VAGINAL CYCLE. 


The cyclical changes in the vaginal epithelium were studied in a large 
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group of female monkeys at the Carnegie Monkey Colony by means of 
frequent biopsies. These rhythmic changes were co-ordinated with ovarian 
activity and ovulation. 

It was found that the epithelium attained its greatest thickness in 
the mid-interval, consisting at this time of an active basal layer, an 
inactive functional layer, and an intra-epithelial zone of cornification inter- 
posed between these two, which is called Dierk’s layer. Following 
ovulation, desquamation begins and proceeds by a crumbling away of the 
functionalis, which is not usually completely destroyed. Mitosis begins 
on the first day of menstruation in the basalis, becoming most marked near 
the time of ovulation; it then gradually subsides. 

A cessation of ovarian activity, such as is seen at the menopause, or 
an abnormal ovarian activity, definitely alters these physiological changes. 

Early in pregnancy the epithelium remains in the same state as is seen 
during ovulation, consisting of the typical three layers. Desquamation of 
the functional layer continues throughout pregnancy but is increased pro- 
gressively after the middle of pregnancy. At the end of pregnancy only 
the basalis remains and is of regular thickness, being composed in many 
places of only three or four cells. 

In the puerperium the epithelium is rapidly restored to normal at the 
end of the first month. 

Hormonal influences are probably responsible for these phenomenal 
changes. 


ENTRANCE OF JODIZED OIL INTO THE VENOUS CIRCULATORY SYSTEM DURING 


UTEROGRAPHY. 


The author describes a case in which injection of an iodized oil into the 
uterus in a case of sterility resulted in the passage of the oil into the venous 
system so thit the X-ray photograph which was subsequently taken 
revealed the outline of the vein leading from the uterus. There were no 
adverse symptoms and another injection one month afterwards revealed 
no evidence of the passage of oil into the venous system. 

It is pointed out that death from oil embolism has resulted from the 
induction of abortion by the injection of a special oil mixture into the uterine 
cavity, but in the cases of uterography in which the oil has reached the 
circulation there have been no abnormal symptoms. 

In determining the aetiology of these accidents, the following possibilities 
should be considered: (1) excessive pressure during injection; (2) patholo- 
gical permeability of the uterine vessels; (3) injury to the uterine wall. 
In the case described it is almost certain that the oil entered the circulation 
by way of a damaged area in the wall of the uterus. 


THE RELIEF OF MENOPAUSAL SYMPTOMS BY OESTROGENIC SUBSTANCES. 


This is a report on the results obtained by the administration of oestrin 
to 95 women who suffered from severe menopausal symptoms; the results 
indicate that the sustained use of adequate amounts of oestrogenic 
substance tends to shorten the course of the disturbance. In no case was 
this treatment necessary for longer than 30 months. 

The daily dose varies and must be determined in individual cases by 
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trial. Occasionally 1o units of folliculin by the hypodermic route are 
‘sufficient, more frequently a dose of 25 to 50 units each day is necessary, 
and larger doses were required at first for the control of symptoms in women 
under the age of 40 who had recently had both ovaries removed. As a 
guide to the adequacy of the dose, it is suggested that the results are 
expected in terms of days rather than weeks; the relief of all vasomotor and 
emotional disturbances should be complete. There is little evidence that 
two daily injections are more successful than one. The authors have found 
that oral administration of standardized preparations of folliculin are 
successful when given in four to six times the dose of the hypodermic 
quantity. 

The author states that statistical treatment of these results is not 
warranted by the numbers (95 cases) but he has obtained important clinical 
impressions of the value of the treatment. 

John Beattie. 


Surgery, Gynaecology and Obstetrics. | 


Vol. lx, No. 2a, February 15th, 1935. 


*Endocrine mechanisms in certain functional gynaecological disorders. 
E. Novak. 

“Sterility, with special reference to surgical possibilities. B. Solomons. 

*Cancer of the cervix. F. C. Holden. 

*Primary cancer of the vulva, vagina, and female urethra; five-year results. 
F. J. Taussig. 


Vol. Ix, No. 3, March 1935. 


‘*‘Precancerous and carcinoid lesions of the cervix uteri; with comments on 
the Schiller test. E. Henriksen. 

“Normal human ovum in the primitive streak stage (approximately 181% 
days). H. O. Jones and J. I. Brewer. 

“Variations of the female pelvis in relation to labour. H. Thoms. 


ENDOCRINE MECHANISMS IN CERTAIN FUNCTIONAL GYNAECOLOGICAL DISORDERS. 


The author stresses the importance of a knowledge of endocrinology to 
the gynaecologist and discusses at length endocrine mechanisms in gynaeco- 
logical disorders. Evidence shows that the responsible factor in menstrual 
bleeding is an abrupt drop in the blood-level of folliculin, the built-up 
endometrium being suddenly deprived of its sustaining force and undergoing 
degeneration and desquamation. With regard to functional uterine bleeding 
at or about the menopause, the important defect appears to be a failure of 
ovulation so that the follicle continues to develop beyond the normal ovula- 
tion period and produces a steadily increasing amount of oestrin. The author 
discusses at length endocrine mechanisms in relation to ovulation, sterility, 
fertility, amenorrhoea, dysmenorrhoea and the menopause, and emphasizes 
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most strongly the indispensability of a knowledge of such matters to the 
gynaecologist. 


STERILITY, WITH SPECIAL REFERENCE TO SURGICAL PossIBILITIES. 


This paper is the result of a study of thousands of cases of sterility. 
The author is of the opinion that many cases of sterility could be prevented 
by instruction in puberty and in marriage. Hormonal therapy, when 
properly carried out, effects a cure in some cases. The effect of diet and 
thyrotropic hormones on the obese patient with scanty menstruation is 
dramatic in many instances. Such operations as anterior and _ posterior 
division of the cervix should be discouraged, a thorough -dilatation being 
safer. In the absence of displacements, tumours and closed Failopian tubes, 
when the patient is otherwise normal, it is worth while performing laparo- 
tomy. Cure of sterility has resulted after the separation of peritoneal 
adhesions. 

The treatment of tubal sterility is discussed and a technique of operation 
described. ; 


CANCER OF THE CERVIX. 


Between 1908 and 1929 the author has seen 42 patients with cancer of 
the cervix who still report that they are well. Eight of these cases were 
treated by radical hysterectomy between 1908 and 1915, but atter 1915 only 
three radical hysterectomies were performed, and radium was used in all 
other cases. Of those treated between 1914 and 1929, 34 recently reported 
that they have remained well. Twelve of this number had X-ray treatment 
in addition to radium. The author emphasizes the importance of the early 
recognition of cancer, and he thinks biopsy should be the rule not only in 
suspected cancer but in apparently simple chronic inflammatory lesions and 
obstetrical injuries. 


PRIMARY CANCER OF THE VULVA, VAGINA AND FEMALE URETHRA; FIVE-YEAR 
RESULTS. 


The author acknowledges a total inability to do anything effective for 
primary cancer of the vagina, The percentage of cures at the Barnard Free 
Skin and Cancer Hospital was only 7.5. Cancer of the female urethra is 
more encouraging. The author reports 14 cases of urethral carcinomata, of 
which four suvived the five-year period of observation. Of these four cured 
cases, one is living and well after 11 years, one died of cardiac disease at the 
age of 84, 11 years after treatment, one died of mammary cancer eight years 
later without local recurrence, and one is living and well five years after the 
operation. The author treats the urethra with radium combined with 
Basset’s operation. The average age of patients with cancer of the vulva 
in this series was 59 years. Out of 38 Basset’s operations there were only 
two post-operative deaths, one from cardiac failure and the other from 
cerebral embolism. The percentage of five-year cures after simple excision 
of the vulva, with or without radiation, was 16.6; after excision of the 
vulva and removal of the regional lymphatic glands on one side the 
percentage was 35.3; and after excision of the vulva with bilateral removal 
of the regional lymphatic glands it was 63.1. 
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PRECANCEROUS AND CARCINOID LESIONS OF THE CERVIX UTERI, WITH Com- 
MENTS ON THE SCHILLER TEST. 


The author states that the microscopic diagnosis of cervical cancer will 
not be improved until both the clinician and the pathologist learn more 
about such pseudo-malignant, and possibly pre-malignant, lesions of the 
cervix as he outlines in this article. E 

Mitotic figures are occasionally seen in the basal layer of the normal 
cervical epithelium and are to be looked upon as evidence of the normal 
‘growth and repair of the cervix. Cervical lesions may be spoken of as 
precancerous when it is understood that the term implies they might, though 
not necessarily, become cancerous. Leucoplakia of the cervix is a patho- 
logical entity which may show cellular changes suggestive of cancer, although 
invasion is always lacking. An interesting case is described of intra-cervical 
carcinoma, diagnosed with the aid of Schiller’s test, in which the malignant 
growth extended over the entire endometrial surface of the uterus. 

The importance of biopsy is indisputable, but its value is increased if the 
specimen is immediately fixed and serial sections made. The application of 
Lugol’s solution with the atomizer simplifies the test. Schiller’s test is 
undoubtedly of some value, but whether it is a specific test for the absence 
of cancer is questionable. 


NormMat HuMAN Ovum IN THE PRIMITIVE STREAK STAGE (APPROXIMATELY 

18%; Days). 

A normal and anatomically complete human ovum, aged 18% days, is 
described by the author in this communication. The coital history gives 
crucial evidence in determining the age of this particular ovum. The 
embryonic disk is slightly oval and contains (a) the earliest stage in the 
formation of a neurenteric canal so far described for the human, (b) a primi- 
tive streak and groove, (c) a Hensen’s node, (d) a cloacal membrane, and 
(e) an allantois. The villi surround the entire blastocyst. Some are 

branched and there are a few anchoring villi. The formation of blood-vessels 
arises in situ. They are identified in the villi, chorionic membrane, body 
stalk and yolk sac wall. There are primitive blood-cells in the vessels of the 
yolk sac. The cytotrophoblast is of foetal origin and contains glycogen. In 
it there is no recticular framework in sections stained by Bielschowsky’s 
silver method. Two types of foetal wandering cells develop from the cytotro- 
phoblast. Both contain glycogen and mitochondria. The latter are stained 
as thin rods and filaments. The syncytium originates from the cytotro- 
phoblast and Langhans’s cells in a similar manner. The mitochondria stain 
is as thin as threads. Many syncytial masses have brush borders. In the 
penetration zone there is degeneration of maternal tissue as well as an 
outward pressure exerted by the growing blastocyst. The slight leucocytic 
infiltration in the implantation site is limited principally to the decidua 
capsularis. Fibrinoid is formed from both foetal and maternai tissues in the 
penetration zone. 


VARIATIONS OF THE FEMALE PELVIS IN RELATION TO LABOUR, 


A study has been made of the pelvis in 135 primiparous women, 100 of 
whom were delivered, and the following points were noticed. The incidence 
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of anatomical variations of the pelvis is of frequent and significant occur- 
rence. In this group the so-called normal female pervis occurred only in 
52 per cent of cases. Therefore a simple classification is necessary and the 
one presented by the author is both simple and descriptive. An accurate 
and practical survey of the female bony pelvis should include Roentgen 
pelvimetry of the pelvic inlet and external pelvimetry of the pelvic outlet. 
The incidence of occipito-posterior position early in labour is greater than is 
generally believed, and in certain pelvic variations such as the anthropoid 
type it is unusually high. The important role played by the shape of the 
superior strait in the production of occipito-posterior positidn is again empha- 
sized. Accurate pelvimetry in every primiparous woman is most important. 
The important part played by the size and shape of the bony pelvis in the 
practice of scientific obstetrics needs no emphasis. 


La Gynecologie 


December 1934. 
Reflection on Caesarean section during the eighteenth century. P. Meyer. 
*The remote consequences of the lower segment Caesarean operation. 
P. Trillatt. 
*The position of the classical Caesarean operation. P. Guéniot. 


January 1935. 
*An abdominal liposarcoma with ovarian metastases. C. Daniel and A. Babés. 
*General peritonitis following rupture of a pyosalpinx. Al. Soimaru. 
*Considerations about fibroids after the menopause. S. Goldenberg-Bayler. 
*Ovarian intestinal fistula. Dan Mavrodin. 


February 1935. 
*An evaluation of physiotherapeutic and surgical methods in the treatment 
of genital inflammation in women, and a corielation with the effect on 
working capacity. P. Martynenko, E. Teneta, J. Pianutine, and O. 
Goloubeva. 


THE REMOTE CONSEQUENCES OF THE LOWER SEGMENT CAESAREAN OPERATION. 


The test of any operation on the uterus is the extent to which true function 
can be preserved, and the test is provided by labour. During the last 10 
years in France the lower segment Caesarean operdtion has replaced the 
classical operation to a large extent. The sequelae of the lower segment 
operation are fewer, adhesions being less, and the puerperium less troubled. 
However, only in six cases in which the scar tissue of a previous lower 
segment operation could be examined, out of a total of 37, was any true 
muscular tissue present. Fertility is not affected. In subsequent pregnancy 
rupture of the scar is very infrequent, probably only 0.25 per cent, and there 
are cases on record of six subsequent spontaneous deliveries. If rupture of 
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the scar occurs it is almost invariably in labour, and the mortality to the 
mother is about 19 per cent. About half the foetiis in these cases are 
delivered alive. . 


THE PosITION OF THE CLassicaL CAESAREAN OPERATION. 

The author discusses the modern trend to the lower segment operation and 
its obvious advantages. He considers, however, that there is a definite place 
for the classical operation chiefly on account of the more complicated 
technique of the lower segment operation. In his opinion the upper segment 
operation is particularly useful in the following circumstances—a second 
Caesarean operation following a previous lower segment operation with 
adhesions present; for prolapse of the umbilical cord when time is important; 
in cases of placenta praevia; in shoulder presentations; in any case in which 
rapidity of operation is necessary; in cases in which there are associated 
lesions, such as fibroids and ovarian cysts, to be dealt with. 


An ABDOMINAL LiposaRCOMA WITH OvaRIAN METASTASIS. 

Liposcarcomata occurring inside the abdominal cavity are apparently very 
rare, there being only two other cases reported in the French language. The 
case reported by the authors is that of a married woman of 43 years of age 
who had noticed enlargement of the abdomen for some 15 years. On 
examination a tumour like a fibroid was felt and, as ascites was present, 
operation was decided upon. Five litres of free fluid were drained away 
and a large disk-like mass was found in the great omentum and removed. 
There were no adhesions. The right ovary was cystic and appeared to be 
dermoid in type. Odphorectomy and subtotal hysterectomy were performed. 
Sections showed the omental mass to be a liposarcoma and the ovaries had 
small secondary nodules of a similar structure. 


GENERAL PERITONITIS FOLLOWING RUPTURE OF A PYOSALPINX. 

Rupture of a pyosalpinx into the peritoneal cavity is not so uncommon 
as it has been thought to be. Five personaily observed cases are reported by 
the author, and a review. of the literature reveals many more since Lawson 
Tait first reported the condition in 1860. Rupture of the pus-containing 
tube is third only in frequency to that of the appendix and peptic ulcers. 
There are two main types of case—traumatic rupture in a chronically 
distended tube, and a perforative type associated with a much_ higher 
mortality. The trauma may be manipulative, instrumental. effort on the 
part of the patient, defaecation, or coitus. At operation a specimen of the 
pus should be taken for culture, as the bacteriology is of prognostic interest. 
There is a higher mortality in cases due to streptococci and bacilli coli than 
those due to staphylococci and gonococci. 

When observed clinically the condition of the patient is seen to be 
suddenly worse when rupture occurs. Rigidity of the abdominal wall is 
variable and differs in multiparae and nulliparae. A most useful test is 
described by the author as le cri du Douglas, in which there is intense 
tenderness in the pouch of Douglas on palpation and yet no mass is felt 
there. The condition has to be differentiated from ruptured ectopic 
gestation and torsion of the pedicle of an ovarian cyst. 
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Operation should be immediately performed. The operative mortality is 
7-6 per cent, whereas if operation is delayed for 24 hours it rises to 76 per 
cent. Salpingoédphorectomy with drainage usually gives the best results. 


CONSIDERATIONS ABOUT FIBROIDS AFTER THE MENOPAUSE. 


The menopause is a critical phase for fibroids, but even after some years 
they may give rise to symptoms, usually those of degeneration. It is 
impossible to exclude malignancy in these cases whether there is metrorrhagia 
or not. The occurrence of sarcoma in the tumours is between 0.3 per cent 
and 12.3 per cent according to different authorities. Concomitant uterine 
carcinoma occurs in about 4 per cent of cases. Sarcoma is commonest at 
about 45 years of age, whereas carcinoma is commonest between 50 and 60 
years of age. Surgery is the only efficient treatment. 


OvaARIAN INTESTINAL FIsTULA. 


Communications between ovarian cysts and the intestine are not common 
nowadays when operation is resorted to much earlier in abdominal lesions. 
The author describes the case of a married woman of 32 in which a left cyst, 
dermoid in type, was found communicating with the caecum. It was 
removed and the caecal opening repaired. Uneventful recovery followed. 

A summary of the literature is given. The left ovary is more commonly 
implicated than the right and the rectum is the most usual site of the fistula. 


AN EVALUATION OF PHYSIOTHERAPEUTIC AND SURGICAL METHODS IN THE 
TREATMENT OF GENITAL INFLAMMATION IN WoMEN, AND A CORRELATION 
WITH THE EFFECT ON WoRKING CAPACITY. 


The authors point out how communistic doctrines influence the import- 
ance of treatment in genital inflammation in the female. Apparently in 
Russia the functional results of treatment, as judged by the effects on 
working capacity, are deemed to be of more serious consideration than under 
the capitalistic régime. In a long statistical paper they show that pelvic 
inflammation accounts for 17 per cent of the cases treated at the Scientific 
Institute for the Protection of Maternity. In nine per cent of these the 
adnexa are inflamed; the lesion is unilateral in 78.3 per cent and bilateral in 
21.7 per cent. 

Emphasis is laid on the choice of the best method of treatment, there 
being a heavy bias towards conservative methods in the majority of cases, 
and, if operation is needed, such methods are subsequently of great aid. 
Physiotherapy has given very good results in cases in which the disease 

has been present for five to 10 years, and és partly explained by the fact 
that intestinal lesions are very frequent. The best: results (48.1 per cent) 
are in post-puerperal cases; post-abortive cases giving the worst results. The 
physical type of patient, whether asthenic or sthenic, influences the prognosis 
very little. Judged by the end results the working capacity is found to be 
in proportion to the clinical findings in the genital organs. Physiotherapy 
affords a future capacity of 9.6 per cent as compared with 80 per cent obtained 
by surgical means. 

R. K. Bowes. 
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Bulletin de la Sociéte d’Obstétrique et de Gynécologie de 
Paris, etc. 


No. 9. November, 1934. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
Normal pregnancy following nephritic toxaemia in previous pregnancies. 
Le Lorier. 
A dermoid cyst removed during pregnancy. Levy-Solal, Sureau, Lauret. 
*Pyelonephritis associated with nitrogen retention. Levy-Solal, Sureau, 
and Lauret. 
*Cases of double uterus and vagina. Le Lorier. 
An apparatus for warming chilled infants. Vignes. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 


Operative cure of a congenital recto-urethral fistula associated with an 
imperforate anus. Cabanes. 

Irreducible inversion of the uterus. Cabanes. 

A living foetus of 28 weeks removed after an abdominal pregnancy. 
Laquiére. 

A case of achondroplasia. Laqui¢re, Fulconis, and Cohen-Solal, 

Coagulation diathermy in endocervicitis. Fulconis. 

Two cases of angular pregnancy. Fulconis. 

A hydatid cyst simulating an ectopic gestation. Laffont. 

Periosteal dysplasia. Laffont and Fulconis. 

Secondary post-partum haemorrhage. Laffont and Ezés. 

General peritonitis after abortion. Laffont and Ezés. 

The use of skin grafts in the creation of an artificial vagina. Laffont and 
Bonafos. 

‘X-ray diagnosis of hydrocephalus. Laffont and Bonafos. 


Two cases of ovarian tumours simulating pregnancy. Laffont and 
Bonafos. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 


General miliary tuberculosis with flaccid paraplegia complicating 
pregnancy. Fruhinholz, Hartemann, and Lacourt. 

The treatment of carcinoma corporis uteri. Hamant and Vichard. 

The treatment of large gangrenous fibroid polypi. Hamant and Vichard. 

Congenital absence of the appendix in a syphilitic infant. . Louyot, 
Richon, and Lacourt. 

Pelvic haematocele from rupture of a follicular cyst. Guillemin. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 

_*A high recto-vaginal fistula. Fleurent. 

The co-existence in one patient of three histologically distinct malignant 
tumours. Bohler. 

Twenty-two cases of placenta praevia. Bohler and Reiles. 

The injection of pituitrin into the cervix to promote the expulsion of an 
incomplete abortion. Fassovatz. 
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Haemoperitoneum_ resulting from a_ perforating chorion-carcinoma. 
Fassovatz. 
Pathological hypertropy of the cervix. Maret. 
Advanced ectopic gestation. Maret. 
Dystocia due to an exostosis. Bohler and Reiles. 
The changes in the cerebro-spinal fiuid of the newborn in the presence ot 
meningeal haemorrhage. Fassovatz. 
Peritonitis following criminal abortion. Fournier. 
No. 10. December, 1934. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 


An electric uterine aspirator. Lorenz (Hungary). 
*Puerperal septicaemia due to bacillus perfringens. Weill. 

Pregnancy in one horn of a double uterus. Vignes, and Lerouge. 
*Metrorrhagia in young women and curettage. Quénu and Béclére. 
*Metrorrhagia in young women. Béclére. 

Placentation in tubal pregnancy. Proost, Parat, and Palmer. 

*The treatment of menopausal bleeding by di-iodothyroxin. Segond. 

A case of suppurative metritis after a normal twin labour. Lévy-Solal, 
Sureau, and Cohen. 

Amputation of an elongated cervix combined with anterior colporrhaphy. 
Lévy-Solal and Sureau. 

A new hysteroscope. Segond. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

Fatal appendicitis with peritonitis in pregnancy. Andérodias, Courriadés, 
and Péry. 

An endometrioma of the uterus. Charbonnel and Darmaillacq. 

Shoulder presentation due to a full bladder. Andérodias. 

Two successive Caesarean sections on a bicornute uterus. Péry. 

A case of pregnancy in a fibroid uterus with a negative biological test. 
Faugére. 

Spontaneous rupture of pregnant uterus at the eighth month. Boursier and 
Mangé. 

Menopausal menorrhagia. Guyot, Courriadés, and Rocher. 

Concealed accidental haemorrhage treated by total hystercetomy. 
Andérodias, Péry, and Courriadés. 

Two cases of corporeal carcinoma complicating fibroids. Guyot, Courriadés, 
and Rocher. 

An enormous haematosalpinx. Guyot and Courriadés. 

Retroplacental haemorrhage treated by hysterectomy. Mahon. 

Placenta praevia complicated by a shoulder presentation. Andérodias and 
Péry. 

Pregnancy continuing to term after nephrectomy at the second month. 
Andérodias, Duvergey, and Péry. 

Death following rupture and secondary suture of the abdominal wound after 

J lower segment Caesarean section. J. and G. Péry. 

Hysterectomy for secondary haemorrhage complicating puerperal infection. 

Mahon. 
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Ovarian pain following hysterectomy. Couingt and Roche. 

*Two cases of purulent ophthalmia complicating puerperal infections. 
Balard and Viaud. 

A depressed fracture of the skull due to the forceps successfully treated by 

operation. Andérodias and Péry. 


REUNION OBSTETRICALE DE LILLE. 


Two cases of severe eqlampsia successfully treated by vaginal Caesarean 
section. Palliez and Gernez. 

*A foreign body in the uterus associated with pregnancy continuing to term. 
Gernez and Bédrine. 

Deposits of cholesterin and fatty acids in the placenta and membranes. 

Gernez and Tison. 


PYLEONEPHRITIS ASSOCIATED WITH NITROGEN RETENTION. 


A primigravida, aged 18 years, developed acute bilateral pyelonephritis 
at the sixth month of her pregnancy. Oliguria developed despite active 
medical treatment; bilateral catheterization of the ureters was performed and 
revealed a degree of pelvic hydronephrosis. After removal of the catheters 
the temperature returned to normal and the volume of urine rose, but the 
patient’s general condition remained poor, slight jaundice persisted, prostra- 
tion, diarrhoea and vomiting were troublesome. A blood-urea determination 
gave a value of 170 milligrammes per 100 cubic centimetres, rising after a 
few days to 250 milligrammes. Labour came on spontaneously and a living 
but premature child was delivered. By the tenth day of the puerperium the 
blood-urea had fallen to a normal value. 

The blood-pressure was never raised; ocular changes were not present, and 
for this reason the authors consider the case one of functional nitrogen 
q retention, without organic changes in the kidneys. They have observed 
q three similar cases, in all of which labour came on prematurely. 


CasES OF DouBLE UTERUS AND VAGINA. 


Le Lorier describes four cases of double uterus and vagina in which 
pregnancy proceeded normally. The main interest of his note lies in the fact 
that two of the patients were similar twins. 


A HiGH REcTO-VAGINAL FISTULA. 


A case of recto-vaginal fistula situated 1o centimetres above the anus 
and caused by the retention of a ring pessary unchanged for six years is 
reported. Plastic repair of the fistula was successful. 


METRORRHAGIA IN YOUNG WOMEN AND CURETTAGE. 
METRORRHAGIA IN YOUNG WOMEN. 


Both of these papers deal with two parallel series of cases of 
metrorrhagia in young women. In the first series curettage was employed 
for both diagnosis and treatment. In the second series the diagnosis was 
effected by means of hystero-salpingography, recourse being made to 
curettage only when the film showed the presence of an intra-uterine lesion. 
The main advantage claimed for hystero-salpingography is that it obviates 
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the risk of the inflammatory reaction which may follow the use of the 
curette. 

In both series about one-fifth of the cases had an intra-uterine lesion, 
an early carcinoma, a submucous fibroid, or a placental polypus. In 
about 50 per cent of the remaining functional cases the authors considered 
from the history and physical signs that a chronic pelvic infection was 
responsible for the menorrhagia. The bleeding is not due to infection of 
the endometrium but to the lack of hormonal equilibrium of the diseased 
ovaries. 

Curettage was followed by restoration of normal menses in half the 
cases. Béclére, in the second series of cases, relied entirely on diathermy 
and gonococcal vaccines in the treatment of the functional cases; he claims 
successful results in 18 of the 20 cases thus treated. 


PUERPERAL INFECTIONS DUE TO BACILLUS PERFRINGENS. 


Six cases of infection with bacillus perfringens are described. Five of 
them followed illegal abortion, the sixth complicated a forceps delivery. 
Bacillus perfringens was grown from the blood in every case. All the 
cases. presented the characteristic features of the infection, mild jaundice, 
cyanosis, marked dyspnoea, oliguria and haemoglobinuria, and a terminal 
fall in temperature. ~ 

All the patients died; only one survived for more than 36 hours after 
the onset of the infection. 

All the known methods of treatment were adopted, specific sera, intra- 
venous salines, fixation abscesses, digital evacuation of the uterus, vaginal 
hysterectomy in two cases, and abdominal hysterectomy in one case. 

Including the present six cases, 105 cases of septicaemia due to bacillus 
perfringens have’ been published. Only 11 of these have recovered, a 
mortality of 89 per cent. The only hope of a cure lies in hysterectomy, 
performed immediately the diagnosis can be presumed from the clinica 
evidence and the examination of the urine and lochia, without awaiting 
the result of the blood-culture. 


THE TREATMENT OF MENOPAUSAL MENORRHAGIA WITH DI-IODOTHYROXIN. 


The author describes a series of cases of dysfunctional menopausal 
menorrhagia associated with a mild hyperthyroid state, in which the 
exhibition of di-iodothyroxin, the active principle isolated from the thyroid 
in 1929 by Harrington and Randall, resorted the menses to normal. The 
dose administered was 0.1 grains twice daily for to to 15 days before 
the onset of the menstrual periods. 


Two CASES OF PURULENT OPHTHALMIA COMPLICATING PURPERAL INFECTIONS. 


Two similar cases of puerperal streptococcal septicaemia in which a 
bilateral purulent ophthamlia developed on the ninth and eleventh days 
of the puerperium, respectively, are described. Ocular pains and dimness 
of vision preceded the development of the ophthalmia by two or three days. 
Both patients became completely blind. No treatment proved of any 
avail and both patients died, one on the nineteenth day, the other on the 
fifteenth day of the puerperium. 
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A ForrEIGN Bopy IN THE UTERUS ASSOCIATED WITH PREGNANCY 
CONTINUING TO TERM. 


During manual removal of a retained placenta after a normal delivery 
an elastic mass was felt against the cotyledons, which were very adherent 
in its neighbourhood. It proved to be a mass of cotton wool, and inquiry 
then revealed the fact that after the last confinement, a year previously, 
severe post-partum haemorrhage had been treated by plugging the uterus 
with tampons of cotton, wool. 

The presence of cotton wool fibres was confirmed microscopically. 
Examination of the placenta showed complete white infarction of the 
cotyledons adjacent to the tampons and the villi completely replaced by a 
dense mass of fibrin containing a few degenerated decidual cells. 

The authors have discovered other cases in the literature of uterine 
foreign bodies associated with continuing pregnancies; in ome, a piece ot 
rubber-tubing, in the other a tampon was found. 


P. Malpas. 


Bruxelles Médical. 


No. 16, February 17th, 1935. 
*Some notes on eclampsia and the results obtained by the use of the treat- 
ment adopted during the last two years. G. Nolens. 
Myomectomy during labour. P. Pastiels. 
*Is induction of labour out of date? P. Pastiels. 


No. 17, February 24th, 1935. 
*The passage per vaginam of a portion of the uterine cicatrix sdbsetng 
lower segment Caesarean section. M. Rocmans. 


Some Nores oN EcLAMPSIA AND THE RESULTS OBTAINED BY THE USE OF THE 
TREATMENT ADOPTED DURING THE Last Two YEAaRs. 


Nolens has never had any success in the treatment of eclampsia by 
using accouchement forcé. He advises waiting with patience. An intra- 
venous injection of pernocton (2.5 to 5.0 cubic centimetres) is given and a 
rapid and natural sleep obtained, then a solution of magnesium chloride 
and sedol is injected intramuscularly. During the sleep which follows the 
cervix relaxes, like the other sphincters of the body, and painless normal 
delivery ensues. For two days all food, even water, is prohibited; on the 
third day sips of water are allowed. In severe cases he removes 30 to 40 
cubic centimetres of cerebrospinal fluid by lumbar puncture, washes out 
the colon with a solution of sodium bicarbonate, to combat the acidosis, 
and gives the patient a tepid bath. Later he prescribes large quantities of 
milk and fresh grapes. 

He has treated 14 cases of eclampsia by this method and obtained 14 
normal deliveries. resulting in the birth of 12 living children. One mother 


died. 
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MYOMECTOMY DURING LABOUR. 


P. Pastiels, of Brussels, describing a case of labour obstructed by a 
fibroid tumour, points out how serious an operation is myomectomy when 
undertaken during the course of labour. In the case he describes, a large 
fibroid tumour was discovered on the right of the uterus during the preg- 
nancy. It was not disturbed because it did not give rise to any symptoms 
nor appear to be obstructing the descent of the head into the pelvis. 
Labour commenced and the head did not engage. The abdomen was opened 
and it was found that the uterus had undergone torsion in long axis, which 
the surgeon could not reduce. Pituitrin was injected. This caused a strong 
contraction of the uterine muscle, strong enough to bring about rupture of 
the fibres over the fibroid and spontaneous enucleation of the tumour. The 
child was then delivered alive, and the uterine wounds sutured, the organ 
being preserved. 

To Pastiels the interest of the case lies in the problem of treatment. 
First, whether he should have undertaken Caesarean section, and, secondly, 
whether he should have removed the uterus. He considers that as the 
patient made an uninterrupted recovery his treatment was correct. 


Is INDUCTION oF LaBourR Out oF DaTE? 


There is an unfortunate tendency to think that lower segment Caesarean 
section solves all troubles, but Pastiels thinks that there is still a large 
place for the induction of labour, an obstetric, rather than surgical practice. 
The contra-indications include such conditions as marked degrees of pelvic 
deformity, malpresentations, and inflammation of the uterus or its adnexa. 
He passes a long, flexible, hollow probe through the cervix and fixes it in 
position by a tampon of iodoform gauze. Out of 30 cases labour was 
induced prematurely in 15 and was completed in the average time.of 14.30 
hours. In 15 cases at term the average duration of labour was 19 hours. 
Only one child was born dead. There was not one single case of maternal 
mortality or morbidity. Induction of labour has been said to be a 
dangerous practice leading to infection. That is not true. It has one great 
advantage in the fact that it can be repeated indefinitely. 

During the discussion which followed mention was made of the injection, 
per rectum, of one litre of urine, obtained from a pregnant woman at term. 
Use was thus made of the vast amounts of folliculin found in the urine of 
pregnant women to make the uterus more sensitive. Even after the addition 
of a colouring agent and a deodorant its use was not universally acclaimed. 


THE PasSSAGE PER VAGINAM OF A PORTION OF THE UTERINE CICATRIX FOLLOW- 
ING LOWER SEGMENT CAESAREAN SECTION. 


Rocmans described a labour terminated by lower segment Caesarean 
section, after the membranes had been ruptured for 62 hours and the patient 
in labour for 22 hours. When the operation was undertaken the cervix was 
fully dilated and the head firmly fixed in, but not through, the brim of the 
' pelvis. The uterine wound was sutured with two layers of interrupted 
cat-gut sutures. The puerperium was morbid and the lochia offensive until 
on the tenth day a portion of necrotic tissue, six centimetres long, was 
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passed via the vagina. On the seventeenth day an examination of the 
patient showed that the uterus was lying to the left, the fundus was four 
fingers’ breadth above the symphysis pubis, the cervix was closed and slight 
thickening was palpable in the left parametrium. Ten months after inter- 
ference no abnormality could be found. Two other similar cases have been 
described in the literature, in one of these a normal delivery occurred at a 
later pregnancy. 

In the discussion which followed it was pointed out that the passage of 
cat-gut and silkworm-gut sutures either through the abdominal wound or the 
vagina was not an uncommon occurrence, and it was probable that the 
passage of a portion of necrotic uterine tissue took place more frequently 


than was supposed. The cause was possibly due to tight ligatures impeding 
the blood-supply. 


D. W. Currie. 


Archivio di Ostetricia e Ginecologia, Naples. 


December 1934. 


“Determining factors in labour. The action of cancerous serum and 
defibrinated blood on the motor function of the uterus. Tommaselli. 

*“Ectopia and inguinal hernia of the ovary. Two cases of congenital ectopia 
of the ovary and Fallopian tube in the labia majora. Mauro. 


“Tubal permeability after partial salpingostomy with terminal suture. 
Sodano. 


THE DETERMINING Factors OF LABOUR. THE ACTION OF CANCEROUS SERUM 
AND DEFIBRINATED BLOOD ON THE MOTOR FUNCTION OF THE UTERUS. 


The results of a recent investigation on the action of defibrinated serum 
of parturient women on the motor fibres of the uterus—isolated, or in situ, 
pregnant or otherwise—contribute to the knowledge of the causes which 
determine the beginning of labour. 

Recently Tommaselli recognizing a certain parallelism between the blood 
of pregnant women and that of cancerous patients, has studied the action 
of cancerous serum and defibrinated blood on the motor activity of the 
isolated uterus, both gravid and non-gravid. The contractions of the 
uterine horn of a guinea-pig, suspended by the usual technique in Ringer’s 
solution, were graphically registered after they attained regular rnythm. 

The patients, who furnished the blood used in the experiments, were 
three women in the last stages of cancer. One had a solid tumour of the 
left ovary, the other ulcerated carcinoma of the portio with extensive 
parametrial infiltration. After the addition of serum and defibrinated 
blood to the Ringer’s solution, there was a considerable increase in the 
tone, intensity, and number of uterine contractions. There seemed no 
marked difference between the contractions in a pregnant uterine horn and 
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those in a.non-gravid horn. The reaction to the defibrinated blood was 
much greater than that of the serum. This suggests the question whether 
the stimulating force is associated with the red blood-corpuscles. It must 
be admitted that in the blood of women in labour some oxytocic element 
is present which is also found in the blood of cancerous patients. 


Ecropria AND INGUINAL HERNIA OF THE OVARY. TWo CASES OF CONGENITAL 
EcTopiA OF THE OVARY AND FALLOPIAN TUBE IN THE LABia Majora. 


Mauro discusses the physiological and pathological changes in the 
position of the ovary and its liability to hernia. This may be either 
inguinal, as in 95 per cent of the recorded cases; more rarely crural, 
ischiatic, obturator, or umbilical. 

Carmichael, of Edinburgh, published statistics in 1906 showing that in 
children the percentage of inguinal hernia of the adnexa was 66. 

Besides the causes which produce displacement of the ovary out of its 
normal position in the pelvis, it may not be found in its normal site 
because of anomaly and want of development of the other genital organs. 
The ectopia of the ovary may arise through defective or excessive migration 
during intra-uterine life. Mauro describes two cases, on which he has 
operated, of ovarian ectopia in the labium majus, accompanied by a per- 
sistence of Niick’s canal, total in one case, partial in the other, and 
complicated by visceral hernia. Both patients were sent to hospital with 
the diagnosis of strangulated inguinal hernia. 

He found both cases to be ovarian ectopia, complicated with hydrocele 
of the remnant of Niick’s diverticulum. The uterus was also congenitally 
deformed. 

Ovarian ectopia differs from ovarian hernia, which is also congenital, in 
pathogenesis and in treatment. The ovary may be replaced in congenital 
hernia. In ectopia it is better not to leave an ovary which may easily 
degenerate. 


TupaL PERMEABILITY AFTER PARTIAL SALPINGOSTOMY WITH TERMINAL 
SUTURE. 


One of the most frequent causes of sterility is, without doubt, total or 
partial tubal impermeability. In most cases occlusion is partial and near 
one of the tubal orifices. Sodano refers to the operations of partial 
salpingostomy carried out by Phillips, and to experiments made by Perotti. 
On the basis of the latter, but, paying more attention to tubal function 
after salpingostomy than to anatomical reconstruction of the cicatrix, 
Sodano has made and describes his experiments on rabbits—making 
terminal sutures in the uterine horns. 

On account of the good results obtained in normal canalization and 
perfect permeability, he thinks the operation can be recommended in cases 
of partial occlusion, whether this is near the peritoneal orifice or along the 
length of the Fallopian tube. 


J. H, Filshill, 
537 


ig 
= 
oh 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Archivio di Ostetricia e Ginecologia 
Vol. xlii, No. 1, January 1935. 


*The glutation content of amniotic fluid. Guercia. 


Classification of malignancy in mammary cancer. The prognostic import- 
ance of histological factors. Toro. 


Piccoli’s method of colpo-perineoplasty. Rossi. 


THE GLUTATION CONTENT OF THE AMNIOTIC FLUID. 

The chief source of energy in the animal’s organism is oxidation at a 
temperature below that needed for true combustion. Guercia reviews the 
various hypotheses as to how this takes place. According to Warburg the 
two chief factors are the catalytic action of heavy metals, especially of iron, 
and the surface tension of the cells of the tissues. According to Wieland 
oxidation is really dehydrogenation due to the catalytic action of special 
enzymes. Recently many authors, including Wieland, Hopkins and others, 
agree in admitting the existence of intra-organic respiratory processes, not 
due to enzymes but to purely chemico-physical reactions, causing oxidation 
by dehydrogenation through certain atomic groups. Among these atomic 
groups by far the most important in diffusion and activity is the sulph- 
hydrate group SH. To this substance Hopkins gave the name of glutation. 
At first he thought it to be composed of two amino-acids, cistein and 
glutaminic acid. Later, in 1929, he succeeded in obtaining it in a pure 
crystallized state and found it to be a tri-peptide, containing cistein, 
glutaminic acid and glycochol. 

The most important biochemical characteristic is that its action is 
reversible. As sulphydrate it is reducing in action yielding hydrogen with 
the formation of water and changing into disulphate, an oxidizing agent. 
Glutation is present in most of the organs of the body and in greater propor- 
tion in organs with more active exchange. Many authors have investigated 
and estimated it in various organs and organic fluids in physiological or 
pathological states. It has been ascertained that the placenta contains a 
large quantity of glutation; this is an indication of the reducing and oxidizing 
placental processes. Guercia has, therefore, deemed it of interest to estimate 
glutation in the amniotic fluid thus throwing light on the composition and 
origin of that liquid. 

Using the method devised by Tunnicliffe for the estimation of glutation 
in the blood, he examined 22 samples of amniotic fluid at various stages of 
pregnancy and four samples of foetal urine. The result was always positive, 
averaging between seven and 17 milligrammes per 100 cubic centimetres of 
amniotic fluid and six or seven milligrammes per 100 cubic centimetres of 
urine. Comparing these quantities with the percentage of glutation in the 
placenta and in the blood during pregnancy, remembering the absence of 
glutation in the membranes, Guercia is disposed to think that the origin of 
the glutation in the amniotic fluid is placental—perhaps a product of 
placental tissue which filters across the amniotic epithelium in the tract 
attached to the placenta. 

J. H. Filshill. 
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Revista Italiana di Ginecologia. 


Vol. xvii, No. 5, January 1935. 


Ernest Pestalozza: In Memoriam. Cova. 
“Histidinuria in obstetrics and gynaecology; its utilization for the early 
diagnosis of pregnancy. Bolaffi, 
*The bactericidal power of blood-serum of pregnant tuberculous patients to 
Koch’s bacillus. Tata. 
*Mammary carcinoma and pregnancy. Farati. 
The result of iso-phenalizing the ovary. Matteace. 


HISTIDINURIA IN OBSTETRICS AND GYNAECOLOGY; ITS UTILIZATION FOR THE 
EarLy DIAGNOSIS OF PREGNANCY. 


Of all the numerous methods devised during the last 30 years for diagnos- 
ing early pregnancy it may be said that the Aschheim-Zondek test, or 
Friedman’s modification, is the only reliable one. The problem of finding 
a simpler biological or chemical test remains in active consideration, and 
recently Kappeler-Adler has proposed one based on the presence of histidin, 
an amino-acid, in the urine during pregnancy, and its colorimetric reaction. 
According to the author, histidin is eliminated in the urine only during 
pregnancy. In controls, after the eighth day of the puerperium, and in 
cases of malignant disease the reaction was invariably negative save in a 
few cases of genital carcinoma. 

In subsequent investigations by Valle and by Frank a positive reaction 
was found, not only in certain malignant cases, but in grave hepatic lesions. 
Their conclusions were that the histidin test could not be substituted for that 
of Aschheim-Zondek. Bolaffi has examined 153 cases of pregnancy, numerous 
cases of malignant and other diseases, besides healthy individuals of both 
sexes, carefully following Adler’s technique. The conclusions he draws on 
the significance and the specific and diagnostic value of free histidin in the 
urine are: (a) Histidin is by no means confined to the urine of pregnant 
patients. It is present in small quantity in certain physiological cases, and 
more marked in pathological cases, especially in cases of malignant disease. 
Probably it is sometimes due to individual constitution and to diet. (b) The 
test shows its insufficiency in the very months in which it would be of most 
value. It is often negative in early pregnancy and in cases of extra-uterine 
gestation. (c) When urine is highly pigmented and the percentage of histidin 
is low, it is often difficult to read the colour index. Although the test is 
not of specific value Bolaffi thinks it has the merit of contributing a new 
and analytical method to biological research, and of directing attention to a 
new aspect of protein exchange during pregnancy. - Histidinuria in healthy 
pregnancy is probably an expression of relative insufficiency of the organs, 
such as*the liver, to cope with the additional waste of protein. The same 
may be said of its appearance in malignant disease. 


THE BacTERICIDAL Power OF BLOOD-SERUM FROM PREGNANT TUBERCULOUS 
PaTIENTs TO Kocn’s 


Courmont in 1898 instituted research on the bactericidal power of the 
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blood-serum from tuberculous patients. It was found by him ard by 
numerous subsequent investigators that tuberculous serum had a marked 
bactericidal power on Koch’s bacillus, when serum irom healthy individuals, 
or from patients suffering from other diseases, had no effect. If the disease 
grew worse the bactericidal power of the serum diminished, if it improved this 
power remained steady or increased. Variations in the disease could thus 
be followed either till it was cured or ended in death. The serum of normal 
individuals or those suffering from disease other than tuberculosis constituted 
an excellent medium for the culture of bacteria having no bactericidal power 
over it. 

Tata has carried out investigations on the serum of 29 tuberculous pregnant 
patients to ascertain if pregnancy causes any change in the bactericidal power. 
Serum from healthy pregnant women and from non-gravid tuberculous 
patients served the purpose of control. For the better interpretation of the 
results he followed the clinical course of each patient. The results showed 
that, contrary to what occurs in pulmonary tuberculosis in non-gravid 
patients the serum lost its defensive quality, and that its bactericidal power 
was constantly and remarkably diminished. The reaction was indeed similar 
to that in grave cases of tuberculosis terminating in a fatal issue, yet the 
clinical course was satisfactory. Therefore, it may be concluded that if 
pregnancy acts dangerously on the immunizing power of the serum, the 
patient may under appropriate sanatorium treatment go to term without 
risk to herself or child. 


MaMMARY CANCER AND PREGNANCY. 


The incidence of uterine cancer with pregnancy is rare, but that of 
mammary cancer is still more rare. Farati tabulates the statistics of many 
surgeons to show that its average occurrence with pregnancy is two per cent 
in all cases of mammary cancer. Only Lee Burton and Wolff show a slightly 
higher percentage (25 out of 306 cases and 13 out of 214 respectively). 

Referring to Fichera and Bonbanti-Silva’s grafting experiments in 
pregnant animals, Farati finds that the results are somewhat contradictory 
but, on the whole, they might show that pregnancy inhibits tumour growth. 
Most opinions based on clinical experience are the reverse. The preponderat- 
ing view is that pregnancy aggravates and accelerates malignant growth, and 
that after operation metastasis is more extensive and recurrence more rapid. 

Farati describes in detail eight cases which he has studied in Professor 
Ferroni’s Hospital in Florence, during a period of many years. He considers 
the results most encouraging. Of four patients one was still alive and in 
good health; in two recurrence took place 12 and 15 years after operation, 
during which time the patients were in fairly good health between the time 
of operation and the recurrence. He thinks that pregnancy cannot be 
deemed an originating factor. According to his experience it acted neither 
favourably nor unfavourably on the neoplasm. This may be radically cured 
and pregnancy left to follow its normal course. Only in an exceptional case, 
having regard to the child, should operation be postponed for a short time. 
Post-operative actinic treatment should be carried out. 


J. H. Filshill. 
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La Clinica Ostetrica 
Vol. xiii, No. 38, January 1935. 


*The intravenous injection of post-hypophyseal preparations in the cure of 
post-partum haemorrhage due to uterine atony. Debiasi and Romussi. 


THE INTRAVENOUS INJECTION OF PosT-HYPOPHYSEAL PREPARATIONS AS TREAT- 
MENT FOR Post-PARTUM HAEMORRHAGE DUE TO UTERINE ATONY. 


Debiasi and Romussi refer to the many methods of treating post-partum 
haemorrhage in hospital, and to the difficulties and risk of sepsis in carrying 
out some of these methods in the homes of the patients. 

De Porenta, Foges and Hofstatter recommended employing intravenous 
post-hypophyseal extracts but without describing appropriate cases and 
technique. Hofbauer, in 1912, and Sachs, from 1914 to 1917, reported 
series of cases they had treated by the intravenous injection of pituglandol. 
The results were always excellent; the only contra-indication being a very 
high blood-pressure. After his later experience Sachs declared that the 
method was unequalled for quickness and reliability. He recommended a 
combination of pituglandol with ergot. 

For a long period of time Debiasi and Romussi have experimented with 
drugs and the various methods of their administration, with the aim of 
substituting them for vaginal and uterine plugging. They now publish their 
results of the intravenous injection of pituglandol in 54 cases of post-partum 
haemorrhage, first describing and illustrating the mechanism of uterine con- 
traction, obtained by means of Frey’s hysterotonograph. The first hystero 
gram shows normal contraction and haemostasis of the uterus after placental 
expulsion. A rhythmic contraction increasing in amplitude for the first half- 
hour alternating with periods of relaxation. The other hysterograms of 
haemorrhagic cases show the tetanic contractions induced by pituglandol, 
constriction of the uterine vessels and contraction of the muscles. This 
tetanic spasm is followed by normal contraction, not, as Stoeckel found, by 
a state of inertia. The failure of the therapy in a few cases was instructive: 
when bleeding is due to lacerations or to a piece of retained placenta, pitu- 
glandol is not efficacious. 

It must be remembered that the drug acts on other muscular systems, 
including the circulatory and the respiratory systems. The effect on the 
circulation furnishes the chief contra-indication to its use; it raises the blood 
pressure and should not, therefore, be employed in cases of pre-eclampsia 01 
eclampsia. 

The routine treatment advocated by the authors in cases of post-partum 
haemorrhage is as follows. (a) The ordinary measure8 of massage of the 
uterus, the application of ice to the abdomen and the injection of a good 
preparation of ergot should first be tried. (b) If they fail, an injection of 
pituglandol should be given. (c¢) As a last resource the uterus should be 
plugged. Slow injection is desirable, especially in cases of arrhythmia or 
bradycardia. In these cases the quantity of pituglandol should not exceed 
half a cubic centimetre. In other cases the maximal amount, one cubic 
centimetre, should be slowly injected. 

Jj. H. Filshill. 
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No. 3. January 19, 1935. 
Obituary of Hubert Peters. Braun-Fernwald. 
*The diagnosis of pregnancy by investigation of the urinary histidine. K. 
Brandsch. 
Do cosmic influences underlie the onset of labour? H. Kirchhoff. 
Findings with Frey’s enumeration of the pains of labour. E. Baumann. 
The question of shortening of normal delivery with simultaneous alleviation 
of pain. F. Schenk and F., Friedl. 
“The value of investigations into the completeness of the placenta. W. 
,  Briepohl. 
’ Varicella as a serious complication of the puerperium. Th. Kohlhage. 
The significance of visual disturbances in pregnancy. N. Acs. 


No. 4. January 26, 1935. 


Tubal sterilization with multiple safeguards, (Implantation of the resected 
Fallopian tube into the myometrium. Enveloping the implantation with 
vesical serosa). H. Fuchs. é 

Electrical destruction of the interstitial part of the Fallopian tube and 
the sterilization of women on eugenic grounds. Fr. Chr. Geller. 

“Dangers and diagnostic fallacies in tubal insufflation. J. Novak. 

“The technique of operations for extra-uterine pregnancy. V. Schrattenbach. 

A case of uterine rupture during labour along the scar of an operation for 
extra-uterine pregnancy. A. W. Lankowitz. 

Full-time ectopic pregnancy. H. Daners. 

A contribution to the question of the abnormally situated decidua. O. 

Hajek. 


No. 5. February 2, 1935. 

*Neonatal death of the foetus. P. W. Siegel. 

Gigantic chi'dren in maternal diabetes. L. Fischer. 

The mechanism of labour in deformities. H. Kraatz. 

An apparent heterosexual juxtaposition of the external genital landmarks 
in a woman of 23 years. V1. Rapant. 

Congenital diphragmatic hernia in the newborn. V. Lissowetzky. 

“The diagnosis of foetal deformity before birth. J. Koerner. 

Differentiated cerebral cortex in a dermoid cyst. O. Hajek. 


No. 6. February 9, 1935. 


Gonorrhoeal treatment with living vaccine. W. Schultz. 

“The operative treatment of chronic inflammatory adnexal disease. G. 
Halter. 

A contribution to the frequency of disgerminoma. QO. Hajek. 

The differential diagnosis of cystic tumours of the female genital system by 
means of the dried drop picture. A. W. Hochloff. 

V Ovarian tumours simulating stercoliths. W. Fischer. 
A case of melanob‘astoma of the vulva. Z. Ruffel. 
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No. 7. February 16, 1935. 

Findings with Cotte’s resection of the presacral nerve. J. Novak. 

Post-operative relief of pain with cibalgin-ziipfchen. Th. Scherz. 

The open treatment of suppurating abdominal wounds after operative 
interference. Th. Warschawsky. 

The treatment of leucorrhoea. H. Risch. 

A new uterine tonic. R. Joachimovitz. 

Drugs of gynaecological value. W. Ripperger. 

The operative technique of vaginal new formation. 


J. Pribrsky. 


No. 8. February 23, 1935. 


“New observations into the construction of the human placenta. H. Stieve. 

Rupture of the umbilical cord during labour. J. Pahl. 

A case of umbilical haematoma. W. Neuweiler. 

A case of polyneuritis after septic abortion. J. Heller. 

The treatment of vomiting of pregnancy with suprarenal cortical hormone. 
W. Stemmer. 

The question of the pathogenesis and therapy of eclampsia. B. 
Archangelski. 

*The allergic theory of pregnancy toxicosis. 


B. Jegorow. 


No. 9. March 2, 1935. 


A new transperitoneal juxta-vesical operation for ureteric calculi in the 
female. O. Kneise. 

Plastic sphincter formation in urinary incontinence in the female. N. P. 
Werhatzky. 

- A-ease of complicated vesico-vaginal fistula with operative repair. P. Abel. 

Atypical operative treatment of difficult cases of vesico-vaginal fistulae. 
A. Mandelstamm. 

A contribution to transvesical diaphanoscopy. H. Hellendall. 


No. ro. March 9, 1935. 


Pregnancy resulting from rape, abortion and punishment. K. Holzapfel 

Methods of sterilization and legal sterilization. P. Thiessen. 

The treatment of glandular cystic hyperplasia with the blood of pregnant 
women. P. N. Damm. 

A further reply to the criticism of the modern prophylaxis of ophthalmia 
neonatorum. H. Hellendall. 

Whole gland or hormonal therapy? H. Offergeld. 

The constituents of the cerebrospinal fluid in cancer of the female genital 

organs. A. Mashbitz and Mazevitsch. 


URINARY 


THE DIAGNOSIS OF PREGNANCY BY INVESTIGATION OF THE 


HISTIDINE. 

Brandsch has carried out investigations to demonstrate the percentage 
contents of histidine in the urine of non-pregnant women. 

For his investigation the writer used the method of Kapeller-Adler, 
which essentially consists of mixing the urine containing histidine with a 
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solution of bromo-acetic acid. This is then treated with ammonium 
carbonate and heated; it is then allowed to cool. If histidine is present a 
reddish-violet colouration appears on cooling. The reaction appears in 
about 30 minutes and is specific for histidine. 

Three hundred specimens of urine were examined from non-pregnant 
patients, patients in early pregnancy, and patients in the second half of 
pregnancy as well as specimens from cases of incomplete abortion and 
extra-uterine pregnancy. From his resuits he came to the conclusion that 
the presence of histidine can be demonstrated in the urine in a high per- 
centage of cases of pregnancy. In non-pregnant cases it is extremely rare 
to find any trace of it although it is not uniformly absent. The writer does 
not consider that this investigation can be used as a means of diagnosing © 
pregnucy while there is a failure of a specific reaction in all cases. 


—THE VALUE OF INVESTIGATIONS INTO THE COMPLETENESS OF THE PLACENTA. 


Breipohl: has carried out a series of experiments to establish the com- 
pleteness or otherwise of the placenta following the methods of Franken, 
Kiister, Sasch, Riibner, and Scherback. 

The first three methods, consisting of inflation with air, distention with 
milk and floatation in fluid, were carried out in succession in 200 cases, 
Riibner’s sulphosalicyclic acid test was made in 70 cases and Scherback’s 
in 30 other cases. 

On distention with milk, or air, he found the circulatory system of the 
placenta completely closed in only three per cent of all cases. In 50 per 
cent of all cases air insufflation gave the same result as the injection of milk. 
When large vessels were torn the injection of milk gave the more accurate 
results, while in other cases the injection of air was more satisfactory. 

When the completeness of the placenta was in question, the insufflation 
and milk injection methods were definitely useful, but when the placenta 
was much torn it could not be employed so satisfactorily. 

He did not find that the insufflation and injection methods could be 
improved upon by those of Riibner and Scherback. 

In any case in which the intactness of the placenta was in doubt the 
writer held that a preliminary inspection, followed by the methods of 
Franken and Kiistner, was the most practical and accurate. 


DANGERS AND DIAGNOSTIC FALLACIES IN TUBAL INSUFFLATION. 


Novak refers to the growing tendency to employ insufflation of the 
Fallopian tubes in the course of investigation of cases of sterility. 

He points out that Rubin’s method was intended for cases which had 
previously been subjected to a careful gynaecological examination and that 
it involved careful sterilization of all apparatus used, the use of carbonic 
acid gas with an accurate pressure and access to X-rays apparatus. 

For all these reasons he did not consider it a method to be employed 
single-handed in a consulting room, but rather in a clinic with a satis- 
factory theatre and bed accommodation which can be used for the 
obligatory rest that a patient shou!d have ‘for at least an hour after the 
investigation is completed. 

He points out that the cheaper substitutes of Rubin’s apparatus do not 
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employ carbon dioxide but air from the atmosphere or inadequately 
filtered air. Rubin’s technique has in no case been followed by air 
embolism, but insufflation with air has been followed by this catastrophe. 
* Carbon dioxide is comparatively quickly absorbed from the peritoneal 
cavity while air remains in situ for a comparatively long period. While a 
gas remains free in the peritoneal cavity the patient has a pain in the 
region of the shoulders. The pain experienced by patients whose 
Fallopian tubes have been found to be patent tends to remain longer when 
air is used than when’ carbon dioxide is employed. 

Coming to the sources of fallacies in findings from the employment of 
this method, the writer points out that a normally patent Fallopian tube 
may be temporarily occluded by the endometrial swelling at the uterine 
orifice which commonly precedes menstruation. A myoma near the uterine 
orifice may be pressed back to close it, although in the absence of intra- 
uterine gaseous pressure the Fallopian tube may be patent. A sacculated 
Fallopian tube only partially distended with fluid may allow a sudden 
inrush of gas during the investigation which gives the sign of patency, 
although the outer end may be completely closed. 

If Rubin’s original indications and _ contra-indications were closely 
adhered to far fewer cases of tubal insufflation would be undertaken than 
at present, and the procedure would involve less risk than its indiscriminate 
use now entails. 


THE TECHNIQUE OF OPERATIONS FOR EXTRA-UTERINE PREGNANCY. 


- Schrattenbach refers to 27 cases of: extra-uterine pregnancy which: came 
under his observation during the year November 1933 to November 1934. 
Of the 27 cases 14 were operated on by the vaginal route. 

The writer considers that the vaginal route for the removal of a 
pregnant Fallopian tube has a definite place in the treatment of this con- 
dition. He holds it to be more convenient in cases in which the Fallopian 
tube is unruptured, but the presence of a pelvic haematocele, or even a 
recent acute rupture of the Fallopian tube, is not a contra-indication. 

He points out that in most cases in which there is a gravid tube this 
is lying low in the pelvis behind the uterus; opening the pouch of Douglas 
brings the operator immediately upon the swollen organ. Even when the 
space is filled with fresh or clotted blood the Fallopian tube can easily be 
reached through it. 

The vaginal route has the advantage of reducing the formidable 
procedure of laparotomy to a comparatively trivial operation. Shock is 
absent or lessened and the period of convalescence is shortened. 


NEONATAL DEATH OF THE FOETUS. r 

Siegel compares the neonatal results of births "among cases delivered 
respectively by midwives, general practitioners, and in hospitals in East 
Prussia. For the whole province the death-rate for the first 15 days after 
birth was 3.3 per cent for domiciliary deliveries by midwives, and for general 
practitioners for the first 10 days after birth it was 3.4 per cent, and for 
hospital births for a like period it was 1.3 per cent. 

The death-rate in cases in which operative interference has been under- 
taken to effect delivery is still more adversely affected by the treatment of 
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patients in their own homes, being 3 per cent in hospital and 9.2 per cent 
at home. The neonatal death-rate after spontaneous delivery is 1.9 per 
cent in hospital and 2.9 at home. 

The writer ascribes the high death-rate at home in operative cases to 
the poor facilities and want of practice and skill of the operator; he attributes 
the raised death-rate in babies born spontaneously to the intermittent atten- 
tion of the midwife who is not resident and unable to devote her whole 
‘time to one baby. 

The writer, in view of his investigations into neonatal deaths, is whole- 
heartedly in favour of deliveries being carried out in hospital. 


THE DIAGNOSIS OF FOETAL DEFORMITY BEFORE BIRTH. 


Koerner descrbes a case of delayed labour in a primipara of 29 years; 
an X-ray photograph was taken 24 hours after rupture of the membranes 
and the onset of pains, the head not being engaged in the pelvic brim. The 
photograph showed a very marked angle in the spine of the foetus at the 
junction of the dorsal and lumbar regions, where the spine appeared to be 
bent twice at about 90 degrees. 

The foetus was, therefore, considered to be deformed, but because of 
the large size of the head it was decided to deliver it by Caesarean section. 
When the foetus was extracted alive it promptly stretched itself and 
became straight. 

The writer ascertained that a maternal uncle could be described as a 
snake man with marked mobility of his spine. He thinks that perhaps the 
foetus had some congenital excessive mobility of its joints which allowed of 
the extraordinary degree of flexion of the spine when the foetus was sub- 


jected to the uterine pressure combined with hindrance to the advance of 
the foetal head. 


THE OPERATIVE TREATMENT OF CHRONIC INFLAMMATORY ADNEXAL DISEASE. 


Halter refers to the conservative attitude adopted in the treatment of 
inflammation of the adnexa in the First University Gynaecological Clinic in 
Vienna. During the years 1924 to 1932 operation was performed in 152 
inflammatory cases, or 9.2 per cent of all the inflammatory cases. _ The 
results in the cases treated operatively were undoubtedly far more satis- 
factory, both from the subjective and objective points of view, than in 
those treated conservatively. The death-rate among patients treated by 
operation was 1.7 per cent; among those treated by expectant measures it 
was 2.6 per cent. The anatomical results were entirely good in 98.4 per 
cent of the cases treated by operation and 42.1 per cent of conservatively 
treated cases. 

In the writer’s opinion conservative operative treatment neither leads to 
anatomically nor subjectively good results. He considers that when a case 
calls for operative treatment of inflammatory adnexal disease nothing but 
complete removal of the whole uterus and adnexa can be recommended to 
produce a satisfactory result. | 


NEw OBSERVATIONS INTO THE CONSTRUCTION OF THE HUMAN PLACENTA. 
Stieve, working in the anatomical department of the Martin Luther 
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University of Halle-Wittenberg, has carried out a most extensive and pains- 
taking research into the development and structure of the human placenta. 
Working over a period of 10 years the writer came to the conclusion that 
the structure of the placenta could not be visualized until a magnified model 
was constructed from serial sections obtained from such an organ. 

He refers to the generally accepted idea of the structure of the placenta 
when it is fully formed as being a branching bush of chorionic villi, of 
which a few of those earliest formed gain an attachment to the decidua and 
are called fastening villi, while the rest branch and rebranch to form twigs 
which project freely into the blood-stream of the intervillous spaces. If 
this conception of placental structure is correct the writer fails to under- 
stand why the free chorionic branches are not swept obliquely in one 
direction by the current of the circulating blood in the intervillous spaces. 
One of the objects of his investigation was to explain why such a deviation 
of villi to one side is never observed. 

The writer cut serial sections, 154 in thickness, of the uterine wall and 
the attached placenta freshly removed by operation. He constructed 
a model from his serial sections with a magnification of 45 times. The 
sections were cut at right angles to the surface of the uterus, and the first 
point which became evident was that the villi were not cut longitudinally 
as would be expected but were mainly divided transversely. The individual 
villi arose from the surface of the chorion, sometimes from a narrow stem 
and sometimes from a wide base; stretching out from their bases towards 
the decidua the villi branched several times, the branches were twisted © 
on themselves like snakes and varied in thickness at irregular levels. The 
branches of the villi were found to be free in the intervillous spaces only 
in a few cases. Most of the branches either reached out to the decidua 
and became fastening villi or they came in contact with other branches 
and anastamosed with them so that the stroma of one branch blended with 
that of another. The points where the ‘branches of the villi joined one 
another could not be defined. 

In view of his investigation of many placentae the writer comes to the 
following conclusions: From the second month two fundamental types of 
chorionic villi can be distinguished. First.the primary villi, or villous stems, 
which by the fifth month measured from 300" to 500” in cross-section and 
which are evenly distributed throughout the placenta. These lie somewhat 
widely apart from each other, arise directly from the chorionic layer and 
branch at an acute angle, being definitely thickened at the point of branch- 
ing. They twist and turn in their approach to the uterine wall and, 
blending with the decidua, form the fastening villi. The villi of the second 
grade in some cases do not reach the uterine wall but meet and join with 
similar first branches. Secondly villous branches whch are far more 
numerous than villous stems and dominate the section, measuring from 
40“ to roo” in cross-section. These usually contain only one vessel in 
contrast to the two vessels contained in the villous stems. These secondary 
branches stretch out with snake-like twists through the intervillous spaces 
and eventually join with other similar branches to form a network. Only 
a very few of the youngest villi have free ends lying unsupported in the 
blood-stream of the intervillous space. 

As the placenta increases in size the space between the primary stems 
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becomes wider. This space is filled up with repeated branches and joined 
villous ends, the process going on indefinitely until the end of pregnancy, 
but becoming slower as the pregnancy becomes further advanced. The 
blood-vessels in the joined branches of the villi are no longer end-vessels 
but anastamose freely to form a vascular network. 

The writer maintains that the previous failure to recognize this placental 
structure is the result of examining very early ova which only contain 
primary villous stems or the forcibly pulled out villi of later placentae no 
longer attached to the decidua. 

There are three detailed pictures of his reconstructed model of a 
placenta and uterine wall at the fifth month of gestation, shown from the 
uterine and placental aspects, which illustrate his thesis of the structure of 
the placenta in a most convincing manner. 


THE ALLERGIC THEORY OF PREGNANCY TOXICOSES. 


Jegorow in his second communication on this subject comes to the 
following conclusions in explanation of the toxic manifestations of 
pregnancy. The changes in the organs and tissues of the woman which 
occur during pregnancy are nothing else than an allergic reaction towards 
the growing ovum and its membranes. The pregnant woman is subjected 
throughout the nine months of pregnancy to increasing doses of protein 
and other substances arising from the growing foetus, membranes and 
placenta. In response to this the organism of the woman becomes sensitized. 

The early and late toxicoses ot pregnancy do not result from poisoning 
of the pregnant woman with metabolic products from the foetus but from 
her allergic reaction to them. The allergic theory stipulates the possibility 
of demonstrating positive cutaneous and immune biological allergic reactions. 

The good results of the present day dietetic treatment of the toxicoses of 
pregnancy, especially of eclampsia, are explained by the treatment inducing 
a marked decrease in the sensitivity of the organism. 


R. H. B. Adamson. 


Miunchener Medizinische Wochenschrift. 


No. 51, December 2oth, 1934. 
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_ No. 6, February 7th, 1935. 


*Ante-natal and post-natal care: diet and hygiene in pregnancy. L. Seitz. 
No. 7, February 14th, 1935. 

*The treatment of gynaecological haemorrhages with vitamin C. E. Vogt, 
No. 9, February 28th, 1935. 


*Trichomonas vaginalis as a cause of vaginitis and of urethritis in the male. 
Balkow. 


THE PROPHYLAXIS OF CANCER OF THE CERVIX. 


Hinselmann has examined nearly 18,000 women during 10 years. In 
450 cases he found abnormal areas of the mucosa of the cervix uteri which 
presented the appearances of leucoplakia. He regarded leucoplakia as a 
whitish change in the epithelium, recognizable macroscopically or through 
a colposcopic lens. He found 20 per cent of the 450 cases to be carcino- 
matous. He has performed flat amputation of the portio in these leucoplakic 
cases and had made between 1,200 and 2,000 microscopic sections of the 
amputated cervices. Loenne sent the slides of 87 of Hinselmann’s alleged 
carcinomatous cases to three distinguished, independent pathologists, who 
reported that 50 per cent of the sections were carcinomatous or highly 
suspicious. He concludes, therefore, that 10 per cent of the entire series of 
cases of leucoplakia were carcinomatous or suspicious of malignancy, and 
suggests that a flat amputation of the cervix is advisable in all cases of this 
condition. 


Some DraGNnostic Errors IN GYNAECOLOGY. 


The author indulges in a truism—gynaecological patients are often guilty 
of lying! Toavoid mistakes in diagnosis, before an examination the gynaeco- 
logist should take care that the patient’s bladder and rectum are empty. A 
very profuse watery discharge may be encountered in tuberculosis of the 
endometrium. Colpitis senilis is not a true inflammation but closely resembles 
eczema. Epithelial defects may later produce adhesions—colpitis adhesiva. 
Erosion of the cervix should be examined histologically in every doubtful 
case. Ulcers of the vagina may be due to pessaries which may have been 
removed just prior to examination. Syphilitic ulcers may be multiple and 
are generally indolent. Lateral displacement of the fundus during pregnancy 
may simulate tubal pregnancy. The latter is readily mistaken for other 
conditions. The author states that diagnostic curettage should always be 
done under anaesthesia so that a careful bimanual pelvic examination may be 
made at the same time. Backache is not infrequently due to other than 
gynaecological causes. It may be caused by pyelitis og by generalized 
muscular laxity. Chronic appendicitis is often associated with tubal 
inflammation, and for this reason Kolde states that the appendix should 
always be removed, in women, though a mid-line incision. 


THE TREATMENT OF PUERPERAL MastitIs BY INJECTIONS OF PATIENTS’ OWN 
BLoop. 
The author has treated 60 cases during 18 months by the intramuscular 
injection of 20 cubic centimetres of the patient’s own blood given once to 
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three times within 24 hours. In all of the cases the temperature was above 
100.4°F. and in 50 per cent of them it was above 102.2°F. His results were 
better than in 60 control cases treated along the usual conservative lines, 
inflammation disappearing more quickly and incision being less frequently 
needed. In late cases smaller doses of blood are desirable. 


TREATMENT AFTER STERILIZING OPERATIONS. 


Stark discusses complications which may arise after the legal sterilization 
of cases of congenital disease, e.g. idiocy. Whereas the small wounds in 
males rarely give rise to complications, the laparotomy wound in females 
sometimes gives trouble as the mental defective is frequently very restless 
and may remove her dressings or touch the wound. The author had several 
cases of wound suppuration. He has used light avertin anaesthesia for a 
few days after operation. Chloral hydrate, veramon or morphia are recom- 
mended. The patient’s hands or elbows must be fixed to prevent movements. 


INVESTIGATIONS AND VIEWS ON CANCER OF THE CERVIX, 


In Germany 5,000 women die yearly from cancer of the uterus. Only 
20 to 25 per cent of treated cases are cured. Hinselmann invented the 
colposcope 10 years ago to enable inspection of the vagina and cervix under 
a magnification of thirty. He stated that carcinoma developed in the 
majority of cases of lacerated cervix at the junction of the stratified and 
cylindrical epithelium. He further found a great number of cases in which 
whitish spots were present on the cervix and which he designated leuco- 
plakia. He regarded these spots, which could not be swabbed away, as 
precancerous. The authors of this paper disagree with Hinselmann and state 
that his colposcopic and histological findings do not correspond with the true 
definition of leucoplakia. They found simple white spots in the mucosa in 
cases of ectropion, laceration, carcinoma, benign condyloma and in healed 
primary syphilitic sore. They suggest the name alabaster cervix for these 
cases instead of leucoplakia, since a definite diagnosis can only be made by 
microscopic examination. Their view is that a lesion is either cancerous or 
not, and that there is no such thing as a precancerous lesion. Atypical 
nuclei and cells are not sufficient for the diagnosis of malignancy. The 
number of mitoses is, however, important. Schridde states that of 2,520 
diagnostic excisions during the last 15 years, of his own material, only 31.3 
per cent were carcinomatous. For general pathological practice serial sec- 
tioning is impossible. 


ANTE-NATAL AND PosT-NATAL CARE: Diet AND HYGIENE IN PREGNANCY. 


The mortality of women between the ages of 25 and 35 is five per cent 
higher than that of males during the same decade. In pregnancy medical 
control is necessary every two to four weeks during the last three months. 
All cases should be supervised at public ante-natal centres. The author 
discusses dietetics of pregnancy and advises that the special appetite of the 
patient should be observed and followed. If there is a desire for acid foods 
hydrochloric acid may also be given: He advises a mixed diet with abun- 
dance of vitamins. If there is any oedema common salt should be avoided, 
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Calcium salts are valuable during the last two months. Regular elimination 
should be aimed at. Work in households may be continued but not work 
in factories. Most sports should be forbidden but various muscular exercises 
should be encouraged. Baths should neither be too hot nor too cold. Ultra- 
violet light is beneficial especially in pre-eclamptic toxaemia. If there is 
much vaginal discharge, douching with half per cent lactic acid is useful. 
Attention should be paid to the teeth and to the breasts. 


THE TREATMENT OF GYNAECOLOGICAL HAEMORRHAGES WITH VITAMIN C. 


Uterine haemorrhage in young girls is often very difficult to treat. 
X-ray, resection of the ovaries, or even hysterectomy may occasionally be 
necessary. Temporary X-ray castration is the best method but is not without 
the risk of permanently damaging the ovaries. Vogt has treated four cases 
of uterine haemorrhage in young girls by five to nine injections of a 
vitamin C preparation called Cebion (Merk). Cebion was also given in a case 
of thrombopoenia in a woman of 33 years of age. Her condition was 
markedly improved, as were the other cases. The author suggests that the 
abnormal permeability of the blood-vessels is counteracted by vitamin C. 


TRICHOMONAS VAGINALIS AS A CAUSE OF VAGINITIS AND OF URETHRITIS IN 
THE MALE. 


The author discusses the case of a woman, 26 years of age, who was 
treated successfully with tablets of devegan for trichomonas vaginalis 
vaginitis. After intercourse her fiancé developed urethritis, which failed to 
respond to the usual treatments over a period of six months. Trichomonas 
were then found in the discharge which responded to treatment with oxy- 
cyanide of mercury (1 in 4000). Balkow states that his case proves the 
pathogenicity of the trichomonas. He discusses the clinical features of 
trichomonas vaginalis vaginitis. 

Albert Sharman. 


Annaes Paulistas de Medicina e Cirurgia. 


Vol. xxviii, No, 6, December 1934. 


*A new drug for the treatment of bubo. Continho. 
Pain in cholecystitis. Do Prado. 


A New DruG For THE TREATMENT OF BUBo. 


In Europe vanadium has been used for some time as an anti-syphilitic 
agent, but in Brazil it has not been employed till recently, when Professor 
Pereira introduced in this connexion a double salt vanadated tartrate of 
sodium. Its name tarvan indicates its composition. Vanadium, like bis- 
muth and arsenic, has high spirillicidal and cicatricial powers, but its 
toxicity is greater; this led to its being held in reserve while attempts were 
made. to discover a less toxic form either alone or in oily solution, 
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Last year Perella, of Sao Paulo, wrote a thesis, ‘‘Vanadium as an anti- 
syphilitic agent,’’ giving an account of experiments on animals, and about 
1,000 cures of patients by means of injection of Pereira’s tarvan. Experi- 
ments proved its low toxicity and, regarding treatment, Perella says he 
never observed local or general adverse reaction to the administration of the 
salt." . 

Continho describes and illustrates with photographs two cases of fram- 
boesia or bubo (a disease analogous to secondary syphilis) which he has cured 
by tarvan. Both patients had facial lesions and suffered from headaches and 
rheumatic pains. Two cubic centimetres of a 75 per cent solution of the 
drug are given intramuscularly at intervals of two or three days. The first 
patient, a man aged 43 years, compained of nausea after the first and third 
injections, but his facial lesions improved remarkably. After the -sixth 
injection they disappeared. 

Similarly rapid improvement followed the treatment of the second 
patient, a boy aged 16 years. He also complained of nausea after the first 
injection. 

Continho thinks that the cicatrizing power of the remedy is due not 
only to vamadium but to the tartrate. Sickness is probably also the effect 
of tartrate. 

Since tarvan is a national product of relatively low price, and similar in 
effect to European remedies, he considers it should be more extensively used 
in South America, paying due regard to all possible contra-indications. 

J. H. Filshill. 
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ROYAL SOCIETY OF MEDICINE. 


Ata Meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine on March 15th, the President, Mr. EarpLEy HoLianp, 
in the Chair. 

Dr. MarGARET BaspeEN described a case of 


OBSTRUCTED LABOUR DUE TO RADIUM STENOSIS OF THE CERVIX. 


Intra-uterine radium, 1,200 milligram hours, had been given for cancer 
of the cervix in January 1932. Conception occurred in July 1933; pregnancy 
proceeded normally to term, and the labour was attended in the first instance 
by a midwife. When labour became obstructed the patient was admitted to 
hospital; the cervix was one finger dilated, the membranes were ruptured, 
the dead foetus was presenting by the shoulder. As good contractions were 
present, an attempt was first made to dilate the cervix manually, but this 
was found to be impossible, and a small bag was inserted. to which a weight 
was subsequently attached. It was noted that although there were frequent 
and prolonged uterine contractions, no pains were felt. ‘Twelve hours after 
insertion of the bag there seemed to be no prospect of further advance, and 
Caesearean hysterectomy (sub-total) was carried out; the patient eventually 
recovered. None of those responsible for dealing with the confinement had 
any idea that the patient had had cancer of the cervix, or that her uterus 
had been irradiated. Since her operation she had been kept under observa- 
tion at the Marie Curie Hospital. Seven months later she developed a 
recurrence of the growth in the cervical stump for which she again received 
radium treatment. She is at present well. 

Dr. E. Hurpon read a short communication on 


Tue Errects oF PRE-CONCEPTIONAL RADIATION. 


The literature was briefly reviewed and the following conclusions formu- 
lated: (1) When pregnancy follows irradiation for cancer of the cervix delivery 
should always be by Caesarean section in the interest of the mother, and 
sterilization is advisable. (2) Pregnancy following preconceptional irradia- 
tion for metropathia haemorrhagia, fibroid tumours, or for sterilization, pro- 
ceeds normally, and, with few exceptions, parturition is normal. When a 
stenosed fibrotic cervix is likely to cause obstruction Caesarean section should 
be performed. (3) There is no definite evidence that preconceptional radio- 
therapy affects the child. 

Mr. CuHassar Morr considered that the whole question of the effect of 
preconceptional radiation on the foetus was still open, and that it was 
unjustifiable to subject a woman of childbearing age to ovarian radiation 
until every other possible line of treatment had been tried, 
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Mr. Rivetr had seen a case which was irradiated twice in the last two 
weeks of pregnancy. The baby was delivered by Caesarean hysterectomy, 
and had two bald spots on its head. 


BirTH OF A CHIMPANZEE. 

Mr. James Wyatt gave an account of the birth of a chimpanzee at the 
Zoological Gardens, Londori. The ape was 12 years old, menstruation began 
at the age of eight, and occurred regularly every 26 to 28 days, lasting about 
four days. The last period was from June 4th to June 8th. Coitus took 
place each day during the 10 days from June 11th to June 2oth. Towards 
the end of August she began to get fits of rage in which she screamed, threw 
herself about and bit her arms and legs. Calcium sodium lactate, gr. 7 t.i.d., 
seemed to control these. At the end of December, when the breasts began 
to enlarge, she pulled on the nipples every day, evidently with the idea of 
drawing them out. Labour began about 2.30 p.m. on February 15th, and 
during the pains the ape passed her fingers into the rectum or vagina, 
probably with the idea of removing the cause of the trouble. Mr. Wyatt first 
saw her at 6.15 p.m., when the pains were regular every five minutes. At 
7.15 the scalp began to show during a pain, and the mother tried to hurry 
matters by pulling on the scalp. With three or four more pains the head 
was crowned, and now the ape’s fingers were passed right round the head, 
she rapidly pulled it out, and then grasped the neck and extracted the body. 
The placenta was retained until about 36 hours later, but eventually came 
away spontaneously, although the ape had apparently been continually 
worried by the umbilical cord hanging out of the vagina, and kept making 


attempts to pull it away, which she eventually did with the help of a piece 
of cotton wool. Except for a temperature of 99.5°F. for the first two days 
the puerperium was uneventful. The baby made no attempt to suckle, so 36 
hours after birth it was put to the breast, and since then has fed every three 
or four hours. After an interval of about 10 minutes the mother changes the 
baby from one breast to the other. 


HypDATIDIFORM MOLE. 


Mr. ALan Brews gave ‘‘a follow-up survey of the cases of hydatidiform 
mole and chorion-carcinoma treated at the London Hospital since 1912’’—72 
of the former and 16 of the latter. Twenty-seven of the patients with mole 
were Over 40 years of age, i.e., 37.5 per cent. In one case there was a twin 
pregnancy, a foetus attached to a normal placenta being expelled, and, in 
addition, a hydatidiform mole which seemed to be entirely separate. The 
majority of the cases (59) came complaining of uterine haemorrhage, but some 
came because of vomiting, abdominal pain, swelling of the feet, headaches 
or abdominal enlargement. Usually the duration of amenorrhoea was one 
to three months, but in ro per cent there was no history of previous 
amenorrhoea. In the 37 cases in which the duration of the pregnancy and 
the size of the uterus before any mole was expelled were recorded, the uterus 
was unduly enlarged in 24, smaller than normal in eight, and the correct 
size in five. Of the 34 cases in which the urine was examined albumin was 
present in 35 per cent. Treatment was usually by manual expression, digital 
separation and removal with ovum forceps. In eight cases abortion was 
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induced by laminaria tents, and in one case by a rubber bag. Vaginal 
hysterotomy was done in one case, subtotal hysterectomy in four, and 
panhysterectomy in two. In the 73 cases there was only one death directly 
attributable to the molar pregnancy. The patient had three months’ 
amenorrhoea and daily bleeding for eight weeks. She was moribund on 
admission, and died before a transfusion could be given or the mole 
evacuated. Six cases out of the 72 developed chorion-epithelioma, an 
incidence of 8.3 per cent. In the last two cases of the series the Friedman 
and Zondek-Aschheim tests were employed. 

' Professor JaMEs Younc, in relation to the question whether a true malig- 
nant condition was possible in hydatidiform mole, referred to a case described 
by James Miller some years ago in which after death the lungs were found 
to contain chorionic villi, showing marked invasive properties. 

Mr. BLAIKELY did not accept a perforating mole as a case of chorionic- 
epithelioma, and did not consider perforation of the uterus to be evidence of 
malignancy. 
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THE NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A Meeting was held in Sheffield on Friday, February 22nd, 1935. The 
President, Mr. A. GouGu in the Chair. 


Mr. J. W. A. Hunter (Manchester) read a paper on 


Two Cases OF PERITONITIS COMPLICATING LABOUR, 


Peritonitis as a complication of a septic puerperium had been the subject 
of considerable discussion during the past year or two, but as a complication 
of labour it had received but scant notice. He recorded the following two 
cases both to illustrate the insidious note of onset of a peritoneal infection 
and also to show their all too numerous critics that in some cases infection 
of the lying-in woman is not preventable. 


CasE 1. Mrs. H., primipara, aged 32 years. 


He was called to see this patient after she had been in labour for 36 hours. 
The membranes had ruptured at the commencement of labour, but the pains 
had been irregular and mild until shortly before he saw her, when rather 
sudden and intense abdominal pains made the doctor suspect some com- 
plication. There was a history of her having gone into the garden about six 
hours previously, but the sudden onset of a rigor had made her return to bed. 

When he examined her she looked flushed and toxic, the pulse-rate was 
130 and her temperature 103°F. The abdomen was hard, tense and moder- 
ately tender so that it was not possible to define the lie of the child by 
palpation. No foetal heart-sound could be detected. Vaginal examination 
revealed a cephalic presentation high up and extended, a diagonal conjugate 
diameter of four inches and the cervix only three fingers dilated. 

A diagnosis of obstructed labour with septic infection of the uterus was 
made, and the patient was sent into hospital. He did not see her again, but 
obtained the following notes from the resident: On admission the cervix was 
three fingers dilated and there was a brow presentation high up and not 
engaged. No foetal heart-sounds were heard; temperature ro0o°F., pulse- 
rate 120. Three hours later the cervix was manually dilated, craniotomy 
performed followed by extraction. The cervix and soft parts were repaired. 
The liquor which escaped after delivery was extremely offensive. Her condi- 
tion remained grave, paralytic ileus supervened and the patient died 20 
hours after delivery. 

Post-mortem examination revealed general peritonitis with widespread 
filmy adhesions involving the bowel and omentum, although most marked 
in the right iliac fossa. The appendix and uterus appeared normal and no 
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cause for the peritonitis could be found. There is no history of the causative 
organism. 


Case 2. Mrs. S.; 3-para., aged 27 years. 

At the thirty-seventh week of pregnancy the membranes ruptured sud- 
denly followed by the onset of what were thought to be slight labour pains. 
The abdominal pain became more intense and continuous and the patient 
had one slight attack of vomiting. 

He saw her in the evening about eight hours after the onset of labour. 
She looked toxic and ill and had a definite abdominal facies. The tempera- 
ture was 101.5°F., pulse-rate 100. On abdominal examination the uterus 
was enlarged to the size of an eight months’ pregnancy, it was hard and 
tender and there was no relaxation such as one would expect between pains. 
The patient appeared to be experiencing continuous pains in contrast to the 
rhythmic pains of normal labour. The whole abdomen was extremely tender 
and rigid, the tenderness being most marked on the right side. It was impos- 
sible to palpate the foetus owing to the apparent tenseness of the uterus, 
but the foetal heart-sounds were easily heard below and to the left of the 
umbilicus. There was a history of a moderate show at the onset of labour 
but there had been no abnormal haemorrhage. On vaginal examination the 
os was two-fingers dilated, a head was presenting, fixed in the brim and 
there was marked tenderness in the fornices. 

He thought at first that the case was one of concealed accidental 
haemorrhage, but the raised temperature and the presence of the foetal 
heart-sounds negatived this diagnosis. The diagnosis was then made of acute 
appendicitis complicating labour, and the patient was sent to hospital. 

At operation, ten hours after the onset of labcur, the abdomen was 
opened by a right paramedian incision. Thin sero-purulent fluid was found 
in moderate quantity and was slightly malodourous. The caecum and the 
coils of ileum that were exposed were reddened and there were areas of 
plastic lymph on the intestine, uterus and right appendage. The right 
Fallopian tube and ovary were reddened and inflamed but only as a part 
of the peritonitis and it did not appear to be the cause of the infection. 
The appendix was removed, the sero-purulent fluid was swabbed out and 
two large drainage tubes were inserted, one supra-pubically and one through 
a stab incision in the right flank, and the abdomen closed. Owing to the 
precarious condition of the patient and the need for haste, a culture, unfor- 
tunately, was not taken. Four hours later she was delivered normally of 
a living female child weighing seven pounds, the placenta following about 30 
minutes afterwards. 

Her condition for 10 days after the operation was precarioys, the tem- 
perature remaining between 101°F. and 102°F. and the pulse-rate 120 to 130. 
There was a moderately free discharge of sero-purulent fluid from both 
tubes. Shortening of the tubes began on the seventh day and they were 
removed on the twelfth day; henceforward recovery was uneventful. 

« Both cases show somewhat similar features, though undoubtedly the 
first case was the more severe. In both the membranes ruptured early, and 
in both peritonitis supervened shortly after the onset of labour pains, and in 
neither case was there any apparent cause. There is no record of the 
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infecting organism in the first case, but the post-mortem report states it to 
have been influenzal peritonitis. In the second case cultures from the 
drainage tube showed the presence of staphylococcus aureus, but as the pus 
was definitely malodorous at the time of operation, he thought the infection 
was partly due to bacillus coli. In the second case it was impossible to 
prevent contamination of the vulva with pus, a condition Mr. Hunter had 
{ seen before, which tended to show that women were, to some extent at any 
rate, immune to their own organisms. 

Mr. Hunter discussed the possible sources of infection, and wondered 
whether the onset of peritonitis brought on labour or vice versa. He was 
inclined to think that the onset of labour occurred first and in some way 
peritonitis supervened. 


Mr. J. E. Stacey (Sheffield) thought that Mr. Hunter had not made out 
a case for peritonitis as the organism should have been isolated earlier. 


Mr. C. G. Patne (Sheffield) agreed with Mr. Stacey and suggested that 
the source of infection was either through the blood-stream or following 
primary infection of the liquor and spread via the Fallopian tubes. 


Professor W. GouGH (Leeds) thought that the staphylococcus aureus was 
a blood-borne organism, and that the bacillus coli came through the wall of 
the inflamed bowel as a secondary infection. 


Professor Mites H. Puitwips (Sheffield) showed a specimen of 


Post-CLIMACTERIC HAEMATOMETRA ASSOCIATED WITH A CERVICAL FIBROID. 


Professor Miles Phillips said that he had reported two years ago to the 
Society a case of severe post-menopausal bleeding from the atrophic endo- 
metrium covering a submucous fibroid and referred to other instances 
recorded by Dr. Herbert Spencer and others. Now he had to show a 
specimen in which similar haemorrhage had occurred but much of it had 
been pent up and had led to the formation of a haematometra. It was 
obtained under the following conditions: 

A spinster, 69 years of age, summoned her doctor promptly on account 
of severe loss of blood from the vagina. She had not previously reported 
a slight haemorrhage 12 days before. Professor Phillips saw her on the 
following day and learned that menstruation had ceased at the age of 44 
years, that it had always been scanty, and that there had been no bleeding 
nor discharge at any other time. She had been entirely free from pain. 
She appeared healthy and well-preserved for her years. The blood-pressure 
was 170/90 and there were no signs of cardio-vascular or renal disease. On 
rectal examination a large firmly elastic ovoid swelling, with some mobility, 
occupied the true pelvis. It suggested a fibroid of old standing, with the 
probable addition of carcinoma of the corpus. Examination under anaes- 
thesia a few days later revealed a small vaginal cervix, with the os closed. 
It was thought inadvisable to attempt an exploration, and not even a sound 
was passed, 

On opening the abdomen the uterus was found to be enlarged by a solid 
tumour on its posterior wall, and a dome-like enlargement of the fundus 
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which was obviously distended by fluid almost to bursting point. The whole 
uterus with the atrophic appendages was easily removed, after shelling out 
the lower pole of the tumour from the broad ligaments and adjacent utero- 
rectal peritoneum. An easy convalescence followed. | 

The whole mass was hardened in formalin before it was laid open for 
investigation. The tumour proved to be a fibromyomata, 10 by 10 by 8 
centimetres, markedly hyaline, arising from the lower half of the corpus and 
the adjacent supravaginal cervix, which it had elongated. The body of the 
uterus was distended by blood-clot to form an ovoid cyst, measuring 7 by 5 
by 4 centimetres, with a thinned wall varying from one to three miilimetres 
in thickness. Below this the cervical canal was represented by a compressed 
and atrophic sinuous track some six centimetres in length. There was a 
little clotted blood in the lower part of the canal. The mucous membrane 
appeared thinned almost to extinction, and free from any new growth. A 
few small haemorrhagic areas, either narrow streaks or petechial-like points, 
seemed to be the only possible sources of the effused blood. These areas 
occur chiefly on the mucous membrane covering the submucous portion of 
the fibroid; one of them was examined microscopically and showed that the 
endometrium was reduced to a single layer of cubical epithelium with a few 
underlying stroma cells. A small rupture in this lining was occupied by 
blood-corpuscles and blood-pigment. The edges were everted as if they had 
been burst asunder. There were surprisingly few capillaries in the whole of 
the section examined, and none in the vicinity of the tear. 

The Fallopian tubes were unaffected and the ovaries shrivelled to densely 
fibrotic nodules. 

The cause of bleeding in such cases is obscure. It has been suggested that 


a large fibroid may interfere with the venous return from the atrophic 
mucosa. The appearances suggested that the haematometra must have been 
of long duration and presumably of very slow development. 


The PRESIDENT said that there were two problems about this tumour: 
(1) The cause of the bleeding; (2) why the blood did not escape. He sug- 
gested that the cervical canal was closed. 


Professor W. GouGu (Leeds) quoted a case of a woman of 45 years of age 
who had so much intra-abdominal bleeding that the clinical picture resembled 
that of a ruptured ectopic gestation. He had not seen many cases of fibroids 
giving trouble after the menopause. 


Mr. J. St. GEorGE Witson (Liverpool) asked whether the thinning of the 
uterus had occurred in the 15 days, whether the fibroid had developed after 
the menopause, whether the blood in the haematomatra had collected after 
the menopause and also whether Professor Phillips had looked for carcinoma? 


Dr. A. A. GEMMELL (Liverpool) referred to a case of haematometra which 
had occurred some 10 years after the menopause with no apparent cause. 
The cervical canal was completely closed. Hysterectomy was performed and 
the patient was now quite well. 

Mr .J. E. Stacey (Sheffield) asked whether there was torsion of the uterus, 
and Mr. N. L. Epwarps (Sheffield) referred to a case of post-menopausal 
haematometra in which he had found a carcinoma when he turned out the 
clot. 
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The PRESIDENT described a case of 


URETERO-VAGINAL FISTULA FOLLOWING WERTHEIM’S OPERATION, TREATED BY 
URETERO-CysTo-NEOSTOMY. 


Mrs, H., aged 38 years, with one child, complained of irregular bleeding 
during the previous six months. She was found to have a carcinoma of the 
cervix (stage 2). Her general condition was good, and it was decided to carry 
out the triple treatment, radical operation, radium and X-rays. 

On June 15th, 1934, Wertheim’s extended hysterectomy was performed. 
There was no special difficulty in the operation, but the forceps on one ot 
the uterine arteries slipped off and in seizing it again the left ureter was 
nipped by the forceps at the same time. The instrument was at once 
removed, and it was hoped that the ureter would recover from the injury. 
The operation was completed without further incident, the upper end of the 
vagina being left open for drainage. About five days later it was recognized 
that urine was leaking through the vagina. It was still hoped that the 
fistula would spontaneously close, and the rest of the treatment was proceeded 
with. She had two applications of radium on July 13th, 1934, and rith 
August, 1934, 3,840 milligramme-hours each time and then a course of deep 
X-ray therapy was given. When seen six months later she was quite well 
but half her urine was still leaking through her vagina and it was decided 
to wait no longer. 

On the rst January, 1935. the second operation was performed. Cysto- 
scopic examination showed the right ureter to be acting normally, while 
nothing came through the orifice of the left ureter. The abdomen was then 
opened through the old scar. The left ureter was found after dividing the 
peritoneum on the left side of the pelvis. It was dilated to the size of a lead 
pencil. When traced downwards it was seen to end in a mass of dense scar 
tissue at the upper end of the vagina. It was freed and divided as low as 
possible. A No. 8 rubber catheter was then securely tied into the ureter. 
A silver catheter was passed through the urethra and made to project on the 
posterior wall of the bladder on the left side. A small stab was made and 
the end of the silver catheter was pushed through the vesical wall; it was 
then inserted into the free end of the rubber catheter. It was quite easy to 
pull the silver catheter followed by the rubber catheter through the bladder 
and urethra. They were pulled so far that the end of the ureter just passed 
through the wall of the bladder, where it was fixed with four catgut stitches. 
The peritoneum was stitched over the ureter and the abdomen closed, a small 
drainage tube being left. A self-retaining catheter was also placed to drain 
the urine coming from the right kidney. : 

The two urines were collected in two separate receptacles. At the end of 
a week the catheters were removed and about this time a. small amount of 
urine escaped through the abdominal drain. After another week, however; 
the wound was healed and all the urine was voided naturally. 


Professor Mires Puiiiirs (Sheffield) asked whether the patient had been 
examined with the cystoscope to find out whether the replaced ureter was 
functioning. 
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Mr. C. H. Waxsu (Liverpool) referred to a case of fibroids extending into 
the broad ligament in which the ureter was cut. He found that the patient 
only had the one kidney so that he had to implant the ureter into the 
bladder. He used a method resembling Coffer’s for placing the ureter into- 
the bowel. 


Mr. J. W. A. Hunver (Manchester) referred to a paper by Webb-Johnson 
on 17 cases of cut ureter after gynaecological operations. He stated that the 
implantation should be carried out within a week after severance before the 
ureter got dilated and function was interfered with. 

Mr. B. L. JeAFFRESON (Leeds) asked whether end-to-end or an end-to-side 
anastamosis should be done and described a case of endometriosis in which 
the ureter was cut. He carried out end-to-end anastamosis, and found that 
the kidney was functioning later when he examined cystoscopically. 


Professor W. GouGu (Leeds) described a case of 


PUERPERAL PERITONITIS. 


Mrs. H., aged 21 years, the mother of two children. Her first labour had 
occurred two years before and had been normal. She was booked for admis- 
sion to the hospital for the second confinement, which was expected early 
in February. On December 2oth, at 2.55 p.m., she was delivered at home 
and a local practitioner separated the child and attended to the completion 
of the third stage. For this operation he used gloves and had no difficulty. 
She was admitted at 3.40 p.m. The temperature and pulse-rate were normal 
for the first three days of the puerperium and then rose. No cause for the 
rise in temperature could be found. The lochia were normal, the patient 
looked and felt well. On December 25th, 1934, she had a rigor. On 
December 26th, 1934, she complained of slight tenderness in the abdomen, 
mainly in the flanks. On this day her bowels were opened five times. The 
diarrhoea continued during the next day. She had now lost her appetite 
and was vomiting occasionally. The abdomen was swollen, tympanitic over 
the greater part with the suggestion of free fluid in the flanks. The uterus 
was tender, 

At 11 p.m. the abdomen was opened under gas and oxyegn anaesthesia 
and thin free purulent fluid found. A drainage tube was left in situ. From 
this time the temperature began to fall but not the pulse-rate, and she died 
six days later. 

The post-mortem examination showed that there was not much free pus 
in the abdomen with pockets here and there where collections had become 
isolated. The placental site was the seat of an acute inflammatory reaction 
and the lymphatics and glands in the right broad ligament had become 
grossly involved. There was no sign of injury nor infection of veins. 

Cultures from the patient’s own throat, cervix, the placental site, the 
peritoneum and later from the blood all revealed the presence of a haemo- 
lytic streptococcus. A week prior to admission her husband had been in 
bed with a septic throat (no swab was obtained) and the two nurses who 
attended to her during her stay in hospital both had haemolytic streptococci 
in their throats. 
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Mr. B. L. JeaFFRESON (Leeds) thought that this was a case of blood- 
infection. He always divided puerperal cases into (1) cases in which the 
temperature rose early before the third day; (2) those in which pyrexia was 

» moderately easy, before the tenth day, and (3) late cases, which were prob- 
ably due to rupture of an abscess in the uterine wall. o 


Mr. J. E. Stacey (Sheffield) said that he had three deaths from puerperal 
peritonitis in a fortnight and two of these were from the same nurse, who 
had haemolytic streptococci in her throat. They were all spontaneous 
deliveries. The patients all had haemolytic streptococci in the throats. He 
felt that it was difficult to isolate the source of the infection. 

Mr. C. G. Paine (Sheffield) said that the streptococci isolated from the 
cases mentioned by Mr, Stacey all had similar cultural characteristics, and 
he thought that they would be serologically identical. The streptococci were 
S. epidemicus. He had tested many masks used by nurses and had found 
them useless. There would soon be a safe mask on the market. Insertion 
of a needle into the peritoneal cavity was of diagnostic value and should 
be done early. 


Dr. A, A. GEMMELL (Liverpool) described a case of 


REPEATED STILLBIRTHS 


and asked for suggestions to assist this patient in carrying a live child to term. 

Mrs. G., at the age of 32 years, after six years of marriage became preg- 
nant for the first time. The pregnancy was a molar one and the mole was 
carried for six anda half months. The second pregnancy ended at the eighth 
month in the delivery of a stillborn female child of eight pounds, the mother 
having felt movements to within two days of delivery. The third pregnancy 
was a miscarriage at the tenth week; the fourth pregnancy ended in a breech 
presentation at term; the child was a male weighing 10 pounds; it was 
macerated. There was difficulty in the delivery of the after-coming head 
and she was told that the child might have been dead for a week. She 
had a false labour three weeks before this and the doctor was certain that 
the foetal heart-sounds were present then but were not present when she 
was re-admitted. 

Dr. Gemmell saw her for the first time in her fifth pregnancy at about 
the twentieth week. She had then felt movements tor about four weeks 
and the fundus of the uterus was two fingers’ breadth above the umbilicus. 
Foetal heart-sounds were heard. She was put on to grains of potassium 
chlorate three times a day and continued this throughout the pregnancy. 
Six weeks later there was some hydramnios and, as twins were suspected, 
an X-ray photograph was taken which revealed a single foetus. Thirteen 
days after the X-ray photograph she was seen again and had then been 
vomiting coffee-ground material for three days. The urine contained no 
albumin but there was evidence of acidosis, and her pulse-rate was 130. The 
mother insisted that she could feel movements, but the foetal heart-sounds 
were not heard. In an attempt to save the child Caesarean section was 
performed after the stomach had been washed out. Small varicosities were 
noted on her vulva at this time and one was also seen deep to the anterior 
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layer of the rectus sheath. The blood was a peculiar purplish colour until 
after the uterus had been emptied and then became unduly red. The 
child’s heart-beat was started by intra-cardiac injections of adrenalin, but 
it never breathed. . 

Five months later she again had some amenorrhoea, and Dr. Gemmeli 
deemed it wise to curette the uterus. The material removed did not show 
any conclusive evidence of pregnancy. 

In 1931 a thorough examination of the blood and urine was made with 
a view to determining whether there was any abnormality which could 
account for her trouble. The findings disclosed no such abnormality. 

She again became pregnant at the end of 1932 and the blood and urine 
were re-examined when she was about four and a half months pregnant. 
Again no abnormality was found. Agglutinization against bacillus abortus 
was done on this occasion and found negative. The urine was submitted to 
the Zondek-Aschheim test and the report received was that there was a 
deficiency of anterior pituitary hormone for a normal pregnancy. As a 
matter of fact the patient had been having half a cubic centimetre ot 
antuitrin S. twice a week from the time she was 10 weeks pregnant. On 
each occasion that she received an injection she said that it made her feel 
better in herself and she was always ready to come back for the next injection. 
The pregnancy progressed normally until the twenty-eighth week when the 
vomiting again started, the fluid being bile-coloured and stained brown at 
times. At the mother’s urgent insistence the child was extracted by hysterec- 
tomy. The same blood-changes were noted as on the occasion when 
Caesarean section was performed. The child was revived by the use of 
carbon dioxide and oxygen but only survived a very short time. 

In each pregnancy there had been some nausea and vomiting throughout 
but this had never caused wasting or real distress until the sudden change 
towards the end of pregnancy when the vomit became bile-stained or brown. 
The mother was convinced that it was at this time that the child perished. 

She was now about 12 weeks pregnant. She feels fairly well in herself but 
is inclined to be nauseated. There is no albumin in the urine; Wasserman’s 
reaction is negative (as is that of her husband) the blood oestrin is below 
normal level and the hormonal content of the urine is approximately normal. 
She is now taking one grain of thyroid extract every night. Can anyone 
help us to assist this woman to obtain a living child? 

Messrs. Stacey, Macpas, WatsH and Parner discussed this case and 
advised antisyphilitic treatment in spite of the negative Wassermann’s 
reaction. 


Dr. W. D. Gattoway (Holmfirth) described a case of 


A SUPPURATING SUBPERITONEAL Myoma CausiInGc AcutE ABDOMINAL 
SYMPTOMS. 


and showed the specimen. 

Miss E. H., a nulliparous woman, aged 62 years, was suddenly seized at 
4 a.m, on the 28th December, 1934, with acute abdominal pain and vomiting. 
A doctor was called to see her, for the first time in her life, and the following 
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history was obtained. Five years previously she had had pain in the left 
side of the abdomen which had lasted about eight weeks. There had always 
been difficulty with the bowels, but the patient managed to obtain a satis- 
factory evacuation with purgatives. No blood or mucus had been noticed 
in the stools. The periods commenced at the age of 13 years, normal cycle 
2/28, but at 37 years of age the cycle altered to 10/28 with excessive loss 
and clots. The menopause was delayed until 53 years of age. On examina- 
tion her temperature was 104°F., pulse-rate 120. 

The abdomen was not distended, moved well on respiration and, although 
the patient was rather stout, it was evident that there was a definite fixed 
elevation of the abdominal wall in the left subcostal region. On palpation, 
in spite of marked tenderness and rigidity, a round, fluctuant, fixed, circum- 
scribed mass, the size of a foetal head, could be felt passing beneath the left 
costal margin, extending downwards to the level of the left anterior superior 
spine, and to the right, almost as far as the mid-line. There was apparently 
no free fluid present. Per rectum the cervix could be felt, but nothing 
abnormal detected. A diagnosis of diverticulitis and peridiverticulitis, with 
the formation of an abscess, was made in consideration of the long history 
of constipation and the attack of abdominal pain. The temperature of 
104°F. when she was first seen seemed to confirm the diagnosis. A further 
possibility, of course, was carcinoma of the colon with perforation and abscess 
formation. The presence of a uterine fibroid was not suspected. 

On the day after admission, under spinal anaesthesia (percaine, scopola- 
mine and morphia) the abdomen was explored through a high left paramedian 
incision. A fixed, fluctuating mass, evidently an infected fibroid, to which 
the omentum was firmly adherent above, was located in the left hypo- 
chondrium. This was found to be connected with a myoma in the body of 
the uterus, by another small intermediate fibroid, the three tumours lying in 
a chain in front of the ilium and ascending colon. Sub-total hysterectomy 
was performed, when it was found possible to eventrate the whole mass well 
outside the abdominal cavity. 

In removing the firmly-adherent omentum the thin shell of the upper 
tumour was ruptured, and about half a pint of pus of the most pestilential 
_ odour escaped on to the bowels outside the abdomen... The detached 
omentum formed a hemispherical plaque, with the distal end of the transverse 
colon embedded on its upper surface, while the lower surface was partly 
covered with green pus and sticky lymph. It was thought inadvisable to 
return this raw and infected area into the abdomen, and the following 
expedient was therefore adopted. A purse string of catgut was run around 
the edge of the hemispherical plaque of omentum, and the suture, being 
pulled tight round a piece of rubber tube, converted the’ mass of omentum 
into a hollow receptacle, which was drained by bringing the tube through a 
stab wound in the left groin. 

The specimen shows interstitial fibroids at the fundus uteri and in the 
posterior wall. Arising from the fibroid at the fundus are two subserous 
fibroids, the upper and larger one is covered with a thin layer of lymph and 
pus and shows a cavity which was full of pus and necrotic tissue. Owing 
to fixation’ the position of the chain of fibroids has been altered. Sections 
of the infected fibroid show infiltration of its substance with numerous poly- 
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morphonuclear cells, especially near the surface. A Gram film of the pus 
showed coliform bacilli. 

The patient’s condition was excellent for the first three days, but she 
then developed symptoms of subacute intestinal obstruction. It was con- 
sidered possible that the tube anchoring the omentum to the abdominal wall 
might be producing a partial kink of the transverse colon, the tube was 
therefore removed and a smaller one inserted. This had the desired effect— 
the symptoms disappearing almost immediately. The patient was discharged 
cured three weeks later. 

Professor Mites Puiiips congratulated Dr. Galloway on the excellent 
way in which he had treated this case. 


Mr. Percy Mapas (Liverpool) described a case of 


PREGNANCY OcCURRING AFTER A MASSIVE INTRA-UTERINE DosE oF RapiuM. 


The occurrence of a pregnancy after a fairly recent massive intra-uterine 
dose of radium raises two problems: on the one hand the determination of 
the minimal castration dose of radium; on the other the normality or other- 
wise of the foetus after preconceptional maternal irradiation. There is an 
extensive literature dealing with both these questions, but for the most part 
it is concerned with the experimental results obtained in laboratory animals 
and the findings reported vary with the species of animal used, and to some 
extent with the observers. The literature dealing with human observations 
is even more scattered and inconclusive and there would appear to be a 
need for reporting of any similar cases. Mr. Malpas said that the experience 
and views of the Society would be valuable. 

The present case was that of a woman, aged 39 years, who was referred 
to hospital by her doctor on account of increasing menorrhagia which was 
prejudicing her general health. She had had two children, aged 19 and to 
years respectively. The menstrual history was one of a five-day period in 
a four-weeks’ cycle. For the past two years the period had lasted for eight 
days with a very heavy loss. The patient had otherwise always been a 
healthy woman. 

On examination the uterus and appendages were found to be normal. A 
moderate degree of anaemia was present. It was decided to induce a prema- 
ture menopause with radium, and on February r2th, 1934, under a general 
anaesthetic 42 mgms. R.E. were introduced into the uterus and left in situ 
for 38 hours. The radium was disposed in two tubes arrayed in tandem, 
each containing 21 mgms. R.E. with a filtration of 0.6 mm. of platinum, 
1.5mm. of silver and an enclosing rubber tube. Curettings showed micro- 
scopically a moderate degree of glandular hyperplasia of the endometrium. 
The dose of radium given was thus 42 mgms. R.E. for 38 hours, or practically 
1,700 milligram-hours. 

After the treatment she had a slight continuous loss for six weeks. The 
periods then stopped completely for three months during which time her 
general health improved but no menopausal symptoms were noted. The 
periods then returned but now only lasted for five days instead of the former 
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eight. The cycle occupied three weeks instead of the former four weeks. 
The loss was not nearly so heavy. The last period began on September 2oth, 
1934, seven months after irradiation. Mr, Malpas saw her again on 
December 2nd, when she was pregnant. She was informed that in all likeli- 
hood the pregnancy would proceed normally. There was, on the other hand, 
a slight possibility of a toetal abnormality arising after so recent irradiation 
and that the pregnancy might be. terminated with propriety. After some 
consideration she decided on the latter course, and accordingly the uterus 
was emptied. The ten weeks’ foetus and placenta delivered were carefully 
examined but no abnormality whatever Could be detected in them. Since 
the operation she has had one period lasting three days with but a moderate 
loss. 


In this case the castrating dose of radium usually employed, 2,000 milli- 
gram-hours, was not given owing to difficulty in booking the radium for the 
whole time. Nevertheless, the dose given, 1,700 milligram-hours, more than 
suffices in the majority of cases to induce permanent amenorrhoea. Any 
dose, in fact, over 800 milligram-hours will incur a possibility of permanent 
amenorrhoea even in young women. 


This variability in reaction to radium is well known and is the major 
obstacle to the wide use of radium in the treatment of dysfunctional haemor- 
rhages in cases in which conservation of function is desired. One of the 
factors in the variable effect of radium must be the proximity or otherwise 
of the ovaries to the intra-uterine focus of radium. 


In cases in which a successful conservative result is obtained with the use 
of radium the menstrual phenomena resemble those of the present case, 
although in this instance such an effect was not intended. The periods are 
not cut down immediately to a normal rhythm but a period of amenorrhoea 
is induced, lasting any time up to nine months, in his experience, after which 
time menstruation recommences with a normal loss. The explanation given 
by Robinson seems plausible, namely that the radium destroys the oocytes 
and the maturing follicles and induces the production of persistent luteal tissue 
: which inhibits the further maturation of the primitive oogonia. This view is 
supported by the observations of Brambell and Parkeson in the development 
of luteal cells after irradiation of the ovary of the immature mouse. 


With regard to the second problem raised, namely, the normality of 
pregnancy after preconceptional irradiation of the ovum, the scope of a single 
case report does not permit of much discussion. 


The cautious attitude of many observers does not appear to be entirely 
justified in view of the clinical reports published, scanty as they may be. 
Figures have been published by Matthews, Murphy and Robinson in which 
no effects have been observed in the children of irradiated mothers, and most 
of the evidence to the contrary is drawn from experiences with smaller 
animals in which the response to radium is very different from that in man. 
On the other hand it is definite that radium may induce significant injuries 
in the germ cells without completely destroying them. Probably the time- 
factor is of imporance and in this regard the expression of opinion of Bagg is 
significant, to the effect that the injured cells are absorbed at last and do not 
compete with the uninjured cells. At all events the cautious plan would be 
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to insist upon a definite interval, say, of several menstrual cycles, between 
the irradiation and the commencement of a pregnancy. 

Mr. N. L. Epwarps described a patient of his, aged 37 years, in whom he 
had brought about an early menopause and wished to know what the chances 
of pregnancy supervening in the future were. 
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EDINBURGH OBSTETRICAL SOCIETY, 


At a recent meeting of the Edinburgh Obstetrical Society, Professor 
R. W. JOHNSTONE read a paper on 


SPONDYLOLISTHESIS—WITH RECORD OF SPONTANEOUS DELIVERY IN A 
SEVERE CASE. 


Professor Johnson began with a description of the clinical record of a 
patient who was admitted to Edinburgh Royal Maternity Hospital in 
February 1934. She had already given birth to four living children, delivery 
in the case of the first having been “spontaneous and in the others instru- 
mental. A provisional diagnosis of spondylolisthesis was made as a result ot 
vaginal examination, which diagnosis was confirmed by X-ray photograph, 
which showed a Well-marked forward dislocation of the fifth lumbar vertebra 
on the first sacral vertebra, Labour lasted 10’; hours and she delivered 
herself spontaneously of a healthy living child, weighing 7 pounds 5% ounces. 
At the commencement of labour the child was lying transversely, but the 
head was easily pressed into the brim, whereafter labour proceeded normally. 
Photographs of the patient and radiographs of the foetus and of the vertebral 
displacement were demonstrated. 

Professor Johnstone pointed out that the features of interest in the case 
were, first, that it was an example of one of the rarest forms of pelvis 
deformity encountered in obstetrics, and, secondly, that it demonstrated that 
a severe degree of vertebral displacement could be present without causing 
any difficulty in labour. 

He proceeded to review fully and discuss the literature of spondylolis- 
thesis since it was first described by Kilian in 1853. During the subsequent 
half-century the credit of drawing attention to the condition and establishing 
it as a clinical entity rested with obstetricians, 117 out of 125 cases described 
up to 1900 having been recorded by them. Neugebauer, of Warsaw, made a 
special study of the condition, and between 1881 and 1893 published over a 
dozen articles upon it. In 1899 Whitridge Williams described a case which 
ended fatally in his clinic after symphysiotomy. He was able to collect an 
additional eight cases of which one was in a man. An interesting point 
which emerged was that the deformity occurred with almost equal trequency 
in men and women. There has been much controversy as to the aetiology 
of the condition, and it appears to be now admitted that several factors enter 
into its production. These are (1) congenital, (2) pregnancy, (3) trauma, and 
(4) occupational strain. 

Professor Johnstone discussed fully these aetiological factors and con- 
cluded with brief remarks on the diagnosis and treatment of this rare but 
interesting deformity. 


Albert Sharman. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, February 
8th, 1935, Dr. T. M. Heaty in the Chair. 


Dr. A. Davipson, Master of the Rotunda Hospital, read notes on 
A Case oF DystTociaA DUE To Cyst oF THE Broap LIGAMENT. 


He said obstructed labour due to ovarian cysts is comparatively rare and 
difficulty due to parovarian cysts is rarer still, hence the report of this case. 
The patient was 34 years of age, in her sixth pregnancy, and had had five 
full-time children. On this occasion labour began at 11 a.m. on the 28th of 
January, and the membranes ruptured at 5.30 p.m. She was seen by two 
postgraduates from the hospital who diagnosed an ovarian cyst obstructing 
labour and had her removed to hospital. Shortly after admission Dr. 
Davidson examined her and found her to be in good labour. On abdominal 
palpation he found the head presenting and pushed well over to the left side 
of the pelvic brim; it was making no attempt to enter the brim. A vaginal 
examination was then carried out and the os was found to be four fingers 
dilated and pushed towards the left lateral fornix; the membranes were 
ruptured and the head could be felt free above the brim. The right lateral 
fornix was occupied by a tense cystic swelling the size of a grapefruit, which 
appeared to be fixed to the pelvic wall and could not be dislodged. The 
uterine vessels could be felt pulsating across the vaginal aspect of the tumour. 
Pressure on the tumour caused the patient to complain of pain running down 
her right leg, finally to become localized in the dorsum of the right foot. 
She mentioned the fact that the same pain was felt on abdominal palpation 
and she had also noticed it during the later part of pregnancy; she had 
occasional swelling of her right leg. 

It was obvious that vaginal delivery could not take place under the 
existing conditions and that the treatment lay between puncture of the cyst 
from below and laparotomy. In order to avoid injury to the ureter and 
blood-vessels in the neighbourhood it was decided to perform laparotomy, 
followed, if possible, by the removal of the tumour. Shortly afterwards the 
abdomen was opened by a sub-umbilical medial incision; palpation of the 
swelling revealed a cystic tumour lying extra-peritoneally in the lateral fossa 
and attached to the lateral and posterior aspects of the pelvic wall. Both 
ovaries were normal. 

Lower segment Caesarean section was performed and a living child was 
extracted. The incision in the uterus was complicated by very free venous 
bleeding. After the placenta was removed and the uterine incision closed 
the relations of the tumour were investigated through the lower segment 
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peritoneal incision. The ureter was felt coursing along the superior and 
lateral aspect of the tumour; the tumour itself was found to be of a cystic 
character and fairly firmly attached to the floor and the lateral and posterior 
walls of the pelvis. It would have been possible to have separated it, but 
it was felt that the amount of haemorrhage and the difficulties entailed 
contra-indicated its immediate removal. It was apparently a broad ligament 
cyst which had extended out from between the layers of the broad ligament. 
The kidneys were normal. The patient ran a fairly normal course up to two 
days ago, when she developed a swelling of her right leg. It is intended to 
remove the tumour at a later date. 


Dr. F. Dov e said that this was a very interesting case. When he con- 
sidered the various forms of treatment which the Master of the Rotunda 
Hospital had mentioned, he was certain that the one which he had adopted 
was the correct one. He asked how long it was since the patient had had 
her last child, and if any dystocia had occurred on that occasion. The 
difficulty of diagnosis in this case must have been extremely great, and he 
wondered what should be advised in a similar case which occurred early in 
pregnancy. He personally thought that it was always best in these cases 
to be as conservative as possible. He mentioned a case which he had 
recently seen; a woman, aged 42 years, who had been married for 15 years, 
came to him complaining of abdominal discomfort and stated that menstrua- 
tion was irregular. He found a small fibroid which he thought was in the 
region of the broad ligament, and told the patient he thought there was a 
possibility of pregnancy. She scoffed at this idea. Zondek’s and Ashheim’s 
test was positive. He let the patient carry on, and the pregnancy went to 
term. She was in labour for some days; he then found it necessary to incise 
the cervix and extract the baby. 


Dr. O’DonEL Browne said the fact of the fixation of the tumour was 
interesting. If the tumour was fixed, it ruled out the possibility of being 
able to push it up, and it also ruled out any effort at forcible delivery. If 
the woman had been pulled about in order to deliver the child, the tumour 
might have proved to be a dernoid and might have burst. He thought that, 
unless the tumour could have been palpated abdominally, the Master of 
’ the Rotunda Hospital had treated the case in the only possible way. It 
was difficult to know what a country practitioner could do in a similar case. 
In the case of a patient with threatened rupture of an ovarian cyst, the child 
alive, and the cervix fully dilated, a country practitioner would have been in 
a very much worse position, and probably would have performed version. 
He referred to the very old treatment of draining tumours through the 
rectum, and said that according to old textbooks this treatment seemed very 
satisfactory. 


Dr. R. V. Dowse, referring to cases in which tumours complicated 
pregnancy, mentioned a case which he had recently seen. The patient was 
about six weeks pregnant, and was a primigravida. She had a fibroid which 
made her so sensitive that she could not bear her abdomen to be touched; 
removal of the fibroid was therefore necessary. It was removed and the 
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pregnancy went to term. He thought that everyone would agree that these 
cases should be treated conservatively. 


THE MASTER OF THE RotuNpa Hospital, in replying, said that the patient 
had had her last child three years previously, and had not had any difficulty 
at all with any of her previous confinements. If the cyst was present at all 
three years previously it must have been very small and have grown consider- 
ably since. If the cyst had been found early in pregnancy it would have 
been very interesting, but in the early stage of pregnancy it would probably 
not have been big enough to have been felt. In one case of fibroids during 
pregnancy he had operated when the patient was about five months preg- 
nant and removed large interstitial fibroids. There was very severe haemor- 
rhage and the cavity was closed with much difficulty. The patient mis- 
carried and also developed peritonitis. In another case he had removed sub- 
peritoneal fibroids. The patient did very well, and he felt that he had 
saved her from Caesarean section. If fibroids were present in the upper 
part of the uterus and were interstitial or nonpedunculated he thought they 
should be left alone. He felt that there was a terrible risk in operating for 
fibroids during pregnancy unless they were definitely pedunculated or sub- 
peritoneal, and unless it was thought that removal of them would definitely 
save the patient from Caesarean section. In the present case he did not 
think that any type of vaginal delivery would have been satisfactory. The 
case might have been one of ovarian cyst adherent to the lining of Douglas’s 
pouch, and in these circumstances it would have been impossible to have 
known what was being dealt with. The cyst was very tense, and any 
attempt at vaginal delivery would almost certainly have ruptured the 
tumour. He hoped in about six months’ time to be able to remove the 
tumour, if the patient would consent to come back to hospital. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physician on Friday, March 8th, 
1935, the President, Dr. T. M. Heaty, in the Chair. 


Dr. D. J. CANNon showed a specimen of 


FIBROMA OF THE OVARY WITH TUBERCULOSIS OF THE CORRESPONDING 
FAaLLopIAN TUBE. 


The specimen was of particular interest on account of its great size—as 
big as a pumpkin. There was, also, a considerable quantity of free fluid 
in the peritoneal cavity. The tumour gave rise to no symptoms other than 
those caused by its rise and the intraperitoneal fluid. The opposite Fallopian 
tube and the uterus showed no naked-eye evidence of tuberculous infection. 
No focus of tuberculosis was discovered in the patient, who has remained 
quite well since the operation. 
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The PresipEnt asked Dr. Cannon if he attributed the free fluid in the 
peritoneal cavity to the tumour, or to the presence of tuberculous disease in 
the Fallopian tube? It was probable that both Fallopian tubes were infected 
with tuberculosis. He asked if Dr. Cannon found tuberculous disease of the 
Fallopian tubes common in women who had not had children. 


Dr. R. M. Corserr said this was a very large fibroma. He had always 
looked on fibromata as comparatively small tumours, not as, in this case, a 
tumour which would fill a great part of the abdominal cavity. He thought 
this patient should be carefully watched for the next three or four years from 
the point of view of acid-fast bacilli appearing somewhere else in her system. 


Dr. BetHeL SoLomons said that tuberculosis of the Fallopian tubes was 
nearly always unilateral, but he thought Dr. Cannon was correct in leaving 
the second Fallopian tube if he had good reason for believing it was normal. 
It was interesting to curette the uterus to ascertain it tuberculous endo- 
metritis was present. It was most important that the tubes should be 
remembered as a possible aetiological tactor in cases of pyrexia of unknown 
origin in young women. 


Dr. CaNNoN, in replying, said he thought that the presence of tubercu- 
losis was not the cause of the fluid. It was obviously not a case of peritoneal 
tuberculosis, and there was not any evidence of tuberculosis in the abdomen. 
He thought it was a secondary infection. If it was from the lungs, the infec- 
tion presumably was human, not bovine. Tuberculosis of the Fallopian tubes 
was usually due to a blood-borne infection, presumably secondary to a 
pulmonary lesion. He did not curette the uterus. The patient had never 
had any vaginal discharge. If there had been vaginal discharge he would 
have curetted her uterus. He quite agreed that in all cases in which there 
was a rise of temperature without any known cause, tuberculosis ot the 
Fallopian tubes should be suspected. 


Dr. W. R. Coxtis read a paper on 
PREMATURE INFANTS AND THEIR MANAGEMENT 


in which he stressed the importance of maintaining the temperature of the 
body. He showed figures and graphs of the weight-curves of babies treated 
in the nursery of the Rotunda Hospital. The. difficulty in maintaining the 
temperature was found largely to be overcome by the administration of 
thyroid extract, while it was very difficult to keep the temperature up by 
external means only. It is essential to chart the baby’s temperature regu- 
larly so that any fall may be noticed at once. The babies are nursed in 
electrically-heated cots, but the nursery itself is kept at ordinary room- 
temperature as it was found. that high temperature interfered with the 
efficiency of the nursing staff. It was found that the babies on thyroid 
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extract showed an improvement compared with the control babies treated 
without it. 


The PreEsIDENT said that most obstetricians realized that they had not 
been doing nearly enough for babies when they were very small. Dr. Collis 
had mentioned that nurses did not even take the temperature of babies when 
they were premature. He thought that not only did they not take tempera- 
tures, but they did not take the babies seriously at all, and concentrated all 
their attention on the mothers. Dr. Collis’s figures regarding the results tol- 
lowing the administration of thyroid extract were impressive, and he hoped 
that in future the results obtained from this treatment would be even better. 
He asked at what time Dr. Collis ceased to call a baby premature. Referring 
to the habit of wrapping up babies in Gamgee tissue he said that it had 
always seemed to him that this was not a suitable material to wrap them 
in, as it did not keep them particularly warm, and warmth was so essential. 


Tue Master oF THE Rorunva Hospirat said he thought Dr. Collis’s paper 
was of importance because it showed clearly the results which could be gained 
by the administration of thyroid extract. One of the most important changes 
which had recently taken place in the Rotunda Hospital was the appointment 
of a staff-nurse for the nursery. He would like to thank Dr. Collis very 
much for the admirable work which he did in the Rotunda Hospital. The 
Assistant Masters were in charge of the babies until they felt that for some 
reason or other they wanted a second opinion on them, and that was when 
Dr. Collis, the paediatrician, was called in. He would like it to be known 
that the obstetricians in the hospital were in charge of the babies until they 

thought they could no longer deal with them. 


Dr. BeTHEL SoLomons congratulated the Master of the Rotunda Hospital, 
Dr. Collis, and the staff-nurse in charge on the excellent results obtained 
with premature infants. When he, Dr. Solomons, started the paediatric 
department he was handicapped by want of funds, and he felt that Dr. 
Collis’s chart was, in itself, a good advertisement for the sweepstake. Nurs- 
ing was the most important part of treatment, and he had always taught that 
heat and fluids were the keynotes of treatment. Thyroid extract as sug- 
gested by the writer of the paper, seemed to be an excellent adjunct in 
producing heat. He had always found that babies of three pounds and 
upwards survived with good treatment, and he suggested that a chart show- 
ing the exact weights of the infants would be invaluable. He enquired what 
type of mask was used: he did not believe in any mask unless a sheet of 
cellophane or brown paper was inserted between the folds of muslin. In 
Holland they were using the urine of pregnant women in the treatment of 
premature infants; it seemed to be the easiest way of obtaining hormones. 


Dr. Dororuy Price said that Dr. Collis had revolutionized the treatment 
of premature babies in Dublin. When she saw premature babies at St. 
Ultan’s Hospital the mothers had been at home for some days and had had 
the babies there with them. She thought it was a great advantage to see the 
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babies in the Rotunda Hospital immediately after they were born, and when 
they had not had a chance of picking up any germs. Their treatment, in 
these circumstances, was bound to have more favourable results. 


Dr, CoLMAN SAUNDERS Said he thought the chief difficulty about premature 
babies was their feeding. It was so difficult to get enough tood into them. 
It was important if possible to give them breast milk, and this was often very 
difficult. The mortality among premature babies from gastro-enteritis was 
very high. He said he thought that extract of the thyroid gland probably 
increases the gastric and intestinal resistance. It was, however, very difficult 
to give thydroid extract in sufficient quantities for it to be really effective, 
He said that he was of opinion that the temperature should be taken from 
the moment the baby was born. The trouble with premature babies otten 
was that a fall in the temperature was discovered too late. It it were found 
out sooner the babies would be placed in a fresh incubator. He thought that 
any baby weighing less than five pounds when born should be treated as 
premature. In some cases he gave iron a fortnight after birth; at the end of 
a year the babies were normai. 


Dr. F. Doyte asked if Dr. Collis used saline solution in these cases, and 
said that he found it very useful. 


Dr. Cottis, in replying, said that he did not like to see babies wrapped 
up in Gamgee tissue. He thought it was much better, after they had been 
impregnated with oil, to wrap them in a woolly shawl. He quite agreed with 
the Master of the Rotunda Hospital that the chief credit for the good work 
done in the surgery was due to the staff-nurse. These babies were always 
very anaemic, and undoubtedly a great many of them would die unless they 
were very well looked after. In Germany there was a regular trade in the 
selling of breast milk. It was very often extremely difficult to get the babies 
to take any food at all. It was often necessary to put the food into them 
through a tube. If this was done carefully it would not start really bad 
diarrhoea. He did not often give serum intraperitoneally. 


Tue Master OF THE Rotunpa Hospirat, in his communication, 


A Monrtn’s ABNORMALITIES AT THE RotunpDA HospPITAt, 


read short notes of the following cases: (1) Chorion-epithelioma following 
normal pregnancy, post-mortem specimen and slides. Slides of the first 
curettings, which failed to show the chorion-epithelioma were also exhibited. 
(2) A case of tuberculosis of the cervix with slides, diagnosed by biopsy. 
(3) Carcinoma of the cervix discovered at term and treated by .Caesarean 
section followed by Wertheim’s hysterectomy. The specimen and slides 
were shown. (4) Three foetal abnormalities including an acardiac monster. 
(5) Labour complicated by a cervical fibroid fixed in the pelvis by adhesions. 
The case was treated by Caesarean section and myomectomy. (6) A live 
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baby obtained by Caesarean section after prolapse of the cord for seven 
hours. (7) A case of rupture of the uterus with a neglected shoulder pre- 
sentation, diagnosed before delivery and treated by decapitation and plugging 
the rent. (8) A case of pubiotomy for disproportion, (9) A case of cranio- 
tomy for face presentation after failure of version. 


Dr. Nrntan FaALkrIner said he thought the sections which Dr. Dockeray 
had examined must have been very difficult ones from which to make a 
diagnosis. The staining of the cells was not sufficiently good to enable them 
to be distinguished from decidual cells. He thought if Dr. Dockeray had 
seen the cells a few months later he would have undoubtedly diagnosed them 
as chorion-epithelioma. 


Dr. R. M. Corser said he thought the Master of the Rotunda Hospital 
was very lucky with the case of rupture of the uterus. He was of. the 
opinion that any patient in whom this diagnosis was made before delivery 
should be delivered abdominally. In this case decapitation had not produced 
any further tear, but he had seen cases similar to this in which the further 
rupture of the uterus produced haemorrhage which, although moderate in 
amount, was sufficient to kill the patient. He thought that this was a risk 
which had to be taken into account when dealing with these cases. Plugging 
the rent was probably good treatment, but one ran more risk in delivering 
the patient when one knew that the uterus was ruptured. If this woman 
became pregnant again he thought the uterus would be extremely likely to 
rupture even if the child was presented by the vertex. The question of 
fistula in pubiotomy largely depended on the length of time during which 
the patient was in strong labour. The limb on the side of the pubiotomy 
should be moved the next day. If these patients were made to move about 
freely as soon as they were back in bed, they would be out walking and well 
in 10 days’ time, otherwise they would be limping. He did not think that 
the pelvis really needed to be held together. In face presentations the back 
was arched, and it was extremely easy to bring the leg down behind the 
shoulder, instead of in front of it. This did not happen in version until the 
back was flexed, and it was very difficult to flex the back. 


Dr. BetHEL SoLomons suggested that digital exploration in cases of 
suspected chorion-epithelioma would be useful: he did not think anyone 
could be blamed for missing the malignancy, and Dr. Dockeray had consulted 
other pathologists about the slide. Regarding the case of cervical fibroid, he 
always advocated Caesarean section unless the tumour could be pushed out 
of the way easily. Vaginal enucleation was dangerous during labour. 
Plugging the rent had a definite but very small place in the treatment of 
rupture of the uterus, and experience was required to select the case. The 
collapsed woman for whom laparotomy would be obviously fatal, who was 
seen after the infant was born, was the ideal case. He commented on the 
enormous value of interal pelvimetry in deciding on the treatment of dis- 
proportion. It must not be relied upon entirely, but in the case under 
review it made pubiotomy a safe operation, and pubiotomy was an excellent 
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procedure when selection was careful. He had found, with very few excep- 
tions, that the lower segment Caesarean operation with thorough drainage 
was extremely satisfactory. 


Tue Master oF THE Rotunpa Hospirar replied, and the meeting 
concluded. 
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